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ABSTRACT 
I analyzed eight health outcomes among NH Whites, NH Blacks, White Mexicans, Black 
Mexicans and Other Mexicans taking into consideration acculturation-related and 
sociodemographic covariates. I developed my hypotheses on the basis of research based on the 
Latino Paradox and on the literature dealing with racial health disparities using the Latin 
Americanization thesis as theoretical framework. In the empirical analyses, using Integrated 
Health Interview Survey Data and binary logistic regression, both White Mexicans and Other 
Mexicans were reported to have a health advantage consistent with the Latino Paradox but Black 
Mexicans were not shown to have this advantage. I argued that this instance of health 
stratification based on a pigmentocracy is consistent with Bonilla-Silva’s theory. One of the main 
contributions of this research is the disaggregation of Mexicans into distinct racial categories in 
order to determine how race affects their health independently of ethnic status. Mexican 
ethnoracial groups are not homogeneous in terms of their health outcomes. I concluded from this 
empirical exercise that not all Mexicans are equally advantaged in terms of health as we have 
come to expect based on the Latino Paradox literature. Black Mexicans seem to be particularly 
disadvantaged compared to NH Whites and to a lesser extent vis-à-vis White Mexicans and NH 
Blacks. Thus, the micro and macro mechanisms of race (and racism) that produce health 
inequalities are apparently having an effect on this population.  
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CHAPTER I  
INTRODUCTION 
The study of race based health inequalities in the United States has for the most part 
focused on the disparities between Whites and non-Whites (Centers for Disease Control and 
Prevention 2013; Heron et al. 2009; Williams and Collins 2001). Among Latinos/as, especially 
Mexican Americans, the health literature has emphasized the “Latino Epidemiological Paradox,” 
the counterintuitive finding that Latinos/as have better or comparable health and mortality 
outcomes relative to non-Hispanic Whites (hereafter, called NH Whites) despite their significant 
socioeconomic disadvantages (Acevedo-Garcia and Bates 2008; Franzini et al. 2001; Markides 
and Coreil 1986; Markides and Eschbach 2005). Latinos/as/as may be of any race yet their 
experiences, including their health outcomes, have almost always been analyzed assuming racial 
homogeneity.  
The sociological literature argues that racial categorizations are arbitrary and based on 
ideology, power and stratification (Omi and Winant 1994). However, the racial categories do 
capture unmeasured biological factors associated with ancestry and geographic origins as well as 
environmental factors including the psychological, social, physical and chemical environments 
that individuals are exposed to throughout their life course and also across generations (Williams 
2001). These unmeasured biological factors, determined in large part by the current system of 
racial stratification, have a strong effect on the health outcomes of populations. Therefore I ask 
in this dissertation whether racial categorizations within the Mexican American population 
generate disparities among this population. Is there a system of racial stratification in health 
among Mexicans in the United States? In order to address these questions, I will systematically 
examine the health outcomes of Mexicans who self-identify racially as White, Black or Other.  
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 Before discussing my dissertation topic in greater detail, it is worthwhile to consider how 
this line of inquiry developed. In Latin America, the historical racial discourse has revolved 
around the idea of mestizaje, the notion that everyone is a mestizo. A mestizo is an individual of 
“mixed” heritage, the byproduct of white, indigenous and black ancestry (Knight 1990; Mallon 
1992; Skidmore 1976; Whitten 2004). As I will discuss in detail in the literature review chapter 
of this dissertation, the mestizo ideology deliberately erased the question of race in Latin 
America by creating a metarace, the mestizo (Knight 1990; Telles 2004; Telles 2014; Wade 
1993). In recent years, there has developed a renewed interest among scholars in exploring racial 
identity in Latin American countries (Sue 2013; Telles 2014; Telles and Paschel 2014).  
In Mexico, the National Institute of Statistics and Geography (hereafter INEGI, by its 
Spanish acronym), the Mexican counterpart of the U.S. Census Bureau, counted the Afro 
descendant population for the very first time in its mid-census survey in 2015 (INEGI 2015). In 
the same year, the INEGI surveyed individuals in the Mexico City metropolitan area and asked 
them to self-identify themselves in an eleven-category skin tone gradient (INEGI 2017). The data 
from this project revealed a clear system of socioeconomic inequality in which Mexicans of 
darker skin tone tend to occupy the lower echelons of the occupational and economic 
distributions, while light-skinned Mexicans were shown for the most part to have higher levels of 
education, more prestigious occupations and therefore, higher incomes (INEGI 2017). This was 
the first time Mexico collected data on race-related issues and documented racial inequality 
empirically. This represents a significant shift in the race discourse that has prevailed in Mexico 
and follows empirical advances undertaken in Brazil (Barber et al. 2018; Telles 2002; Telles 
2004; Telles 2014; Valente 2017), Colombia (Wade 1993; Williams Castro 2013), Peru (Golash-
Boza 2011; Valdivia Vargas 2014), and in other Latin American countries who have begun to 
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recognize racial identity and race effects in various outcomes across the life course. It also 
represents a change in the study of Black Mexicans, an ethnoracial population, which has been 
studied mostly from an anthropological and historical perspective (Hoffman 2006; Hoffman and 
Rinaudo 2014; Phillips 2009).  
Along the same lines, in the United States, Latinos/as have been treated as one large 
homogeneous population. Starting in the 1980s, many scholars have called attention to the flaws 
of employing such panethnic terms such as Hispanic or Latino. Instead, they have called for a 
greater recognition of the fact that Latinos/as from different countries of origin (and their 
descendants born in the United States) tend to display different patterns of socioeconomic 
stratification and integration to the United States (Gimenez 1989). Since socioeconomic status 
has been shown to be the strongest predictor of health outcomes (Adler 1994), scholars have also 
argued that lumping together groups with divergent socioeconomic statuses should be avoided 
when possible in epidemiological and health services research. They have suggested the use of 
place of birth, country of origin, length of residency in the United States and language 
proficiency as more relevant substitutes (Yankauer 1987). In subsequent years, health related 
research in the social sciences moved somewhat towards disaggregating the Latino 
subpopulations (Abraido-Lanza et al. 1999; Acevedo-Garcia et al. 2007; Hummer et al. 2000). 
Even though this is clearly an important step forward, the analysis of race dynamics within 
Latino subgroups are still frequently ignored, especially in health research, despite 
acknowledging the heterogeneous socioeconomic and health profiles of the Latino 
subpopulations (Borrell 2005). In recent years, scholars have started to grapple with the 
definition and meaning of race for specific Latino subgroups. For instance, Dowling (2014) 
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investigated how Mexican Americans identified racially and what motivates individuals to 
racially identify one way or another.  
Since the disaggregation of Latino subgroups is relatively recent and since the study of 
race within these groups is in developing stages, few researchers have explored whether race and 
ethnicity have synchronous or independent effects on life outcomes. Health outcomes are not an 
exception; there is very limited research pieces that has explored the health outcomes of Afro 
Latinos/as (or Black Latinos/as; both terms are used interchangeably) (Bediako et al. 2015; 
Borrell and Dallo 2008; LaVeist-Ramos et al. 2011; Ramos et al., 2003). These pieces have 
aggregated all Afro Latino subgroups. Research on the health of Black Mexicans is scarce 
(Saucedo et al. 2008). One reason scholars have understudied health outcomes among Black 
Mexicans is that they are perceived to share similar health profiles as other Afro Latino groups 
(e.g. Puerto Ricans) (see Hummer et al. 2007; Turra and Goldman 2007). However, the literature 
on Latino health documents a clear difference in health outcomes among the different Latino 
subgroups (Lara et al. 2005). Therefore, there is no clear rationale for neglecting the study of 
health inequalities within Mexicans of distinct racial backgrounds. 
Based on the above rationale, I plan to examine the health outcomes of Mexicans in the 
U.S., both native and foreign-born, who self-identify racially as White, Black or Other. In order 
to do so, I plan to bridge three bodies of literature dealing with: 1) race and health, 2) the 
epidemiological paradox and 3) the Latin Americanization Thesis (Bonilla Silva 2004a, 2004b). 
The literature on race and health highlights the race-related mechanisms that determine health 
outcomes (Williams et al. 1994; Williams and Sternthal 2010). The epidemiological paradox 
literature informs us about the past and present health patterns of the Mexican American 
population in the United States (Markides and Coreil 1986; Markides and Eschbach 2005). 
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Finally, the Latin Americanization thesis provides the foundation for building a case for a system 
of health stratification among Mexican Americans that undermines the myth of Mexican racial 
homogeneity advanced by the mestizaje ideology (Bonilla-Silva 2004a, 2004b). I will briefly 
outline these three bodies of literature before discussing my methodology and the overall 
contributions of this dissertation.  
 
Race and Health  
Racial disparities in health emerge via multiple mechanisms. The sociological literature 
has tended to emphasize the psychosocial stress model to explain health inequalities taking into 
account the racialized experience and the stressors associated with interpersonal and institutional 
racism (Dressler et al. 2005). There are three main approaches with the psychosocial stress 
model. The first approach draws a distinction between institutional and perceived racism. 
Institutional racism or structural racial inequality results in reduced access to resources that make 
it possible to achieve a good health status, such as limited employment and educational 
opportunities and residential segregation. Interpersonal racism treats experiences of 
discrimination as stressors with deleterious health outcomes (Dressler et al. 2005; Williams and 
Sternthal 2010). The second approach uses the stress model more broadly and labels stress as a 
negative affect that will produce poor health outcomes. The third approach applies the stress 
model to the everyday experiences of racial minorities (Dressler et al. 2005). The psychosocial 
stress model has been largely employed to explain why NH Blacks have the worst health and 
mortality profile of all the racial and ethnic groups in the United States. There is growing 
evidence that, similarly, Black Latinos/as are disadvantaged when compared to White Latinos/as 
and NH Whites in measures such as self-rated health (Borrell and Dallo 2008) and depressive 
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symptomatology (Ramos et al., 2003). Also the research literature has documented differences in 
fertility patterns among White and non-White Latinas (Ayala 2017). However, race and its 
deleterious impacts on health within the Latino community have for the most part been 
unacknowledged; the bulk of the literature has been devoted to the Latino epidemiological 
paradox.  
 
Latino Epidemiological Paradox 
Latinos/as in the United States have lower socioeconomic standing than non-Hispanic 
(NH) Whites. However, they have comparable or more favorable health outcomes, along with 
similar or lower mortality rates than NH Whites. These counterintuitive findings constitute the 
Latino Epidemiological Paradox (Franzini et al. 2001). Forty years of empirical research of the 
paradox suggests that the health profile of Latinos/as is similar to that of NH Whites despite the 
fact that Latinos/as are closer socioeconomically to NH Blacks (Hummer et al. 2007; Markides 
and Eschbach 2005). Latinos/as then, have health and mortality advantages despite their low 
levels of education, high levels of poverty and lack of access to health care (Douglas and Saenz 
2008; Saenz 2010; Saenz and Morales 2012). Research findings dealing with this paradox are 
clearer with regard to the Mexican American population and less consistent with respect to 
Cubans and Puerto Ricans (Abraido-Lanza et al. 1999; Hummer et al. 2000; Sorlie et al. 1993). 
The question addressed in this research is whether the health advantage is applicable to Mexicans 
of all races. 
There are three major hypotheses that aim to explain why Latinos/as, and especially, 
Mexican Americans, have lower mortality rates and better health outcomes than NH Whites. The 
three hypotheses are 1) migration selectivity (including the healthy immigrant effect and return 
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migration or salmon bias), 2) protective culture, and 3) statistical artifacts (Abraido-Lanza et al. 
1999; Franzini et al. 2001; Markides and Eschbach 2005; Palloni and Arias 2004; Saenz and 
Morales 2012). These explanations partially explain some of the mortality and health advantages 
of Mexican-Americans but none explain them fully (Markides and Eschbach 2005). These 
hypotheses will be further outlined and developed in the next chapter of this dissertation.  
There are two main drawbacks in this body of literature. One, a large portion of the 
empirical research aggregates all Latinos/as despite the clear evidence that Latino subgroups 
have different health profiles (Abraido-Lanza et al. 1999; Hummer et al. 2000; Sorlie et al. 
1993). Second, it tends to focus on ethnicity and mostly assumes racial homogeneity. It does not 
consider how Latinos/as’ experiences vary based on how they self-classify racially and the social 
processes at play in determining that racial identity (Roth 2016). Thus, it also neglects the fact 
that based on racial identification, Latinos/as, especially non-whites, are also subjected to the 
distinct mechanisms of race and racism that affect health outcomes among other minorities. In 
my dissertation, I aim to build on the Latino paradox scholarship and plan to examine how race 
plays a significant role in determining health outcomes among Mexicans.  
 
The Latin Americanization Thesis 
I will be relying heavily in my dissertation on the Latin Americanization Thesis set forth 
by Eduardo Bonilla Silva (2004a, 2004b). Briefly, this is a proposed racial stratification system 
in the United States that is based on the tri-racial strata in place in Latin America. According to 
Bonilla-Silva (2004a; 2004b), the racial stratum is loosely based on skin tone and income, where 
groups are distinguished by three categories, namely, 1) “Whites” consisting of traditional 
Whites (i.e. European groups arriving before the 20th century), contemporary White immigrants, 
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and assimilated (urban) Native Americans; 2) “Honorary Whites” consisting of Japanese 
Americans, Korean Americans, Asian Indians, light-skinned Latinos/as, and multiracials; and 3) 
“Collective Blacks” consisting of Blacks, dark-skinned Latinos/as, Reservation based-Native 
Americans, Southeast Asians and Filipinos.  
 Taking into consideration the Latino health advantage and the Latin Americanization 
Thesis, I plan to argue that Black Mexicans (and other Black ethnoracial groups) deserve their 
own categorization in Bonilla-Silva’s stratum separate from the Collective Black. I will propose 
a racial order in which I will categorize monoracial groups and ethnoracial groups under a four-
stratum racial order, namely, 1) Whites as “Whites”, 2) White Mexicans as “Honorary Whites”, 
3) Black Mexicans as “Ethnic Blacks”, and 4) NH Blacks as “Collective Blacks”. Black 
Mexicans will be set out as an intermediate category between Honorary Whites and Collective 
Blacks because I hypothesize that from a health perspective, Black Mexicans’ health outcomes 
should reflect some of the disadvantages of being Black and some of the advantages of being 
Latino (other Black immigrants share similar health advantages thus fitting in this category 
[Dolly et al. 2012; Hamilton and Hummer 2011]). Black Mexicans are also placed in that 
category because of their dual-minority multiracial identity—a self-identification that challenges 
the one-drop rule, which historically designated them as only Black (Khanna 2010; Romo 2011; 
Roth 2005; Waters 1990).  
 For the purposes of this dissertation, I consider whether the racial health disparities of 
Black Mexicans and Whites Mexicans are consistent with the modified version of the Latin 
Americanization Thesis. Building on previous literature, my results could yield additional 
insights about using theories of race to examine health disparities (Bratter and Gorman 2011; 
Brown 2016; Warner and Brown 2011). Moreover, the analysis undertaken in this dissertation 
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will be the first, as far as I know, to examine the extent to which Black Mexicans’ health 
outcomes reflect a health advantage or are consistent with their lower socioeconomic position 
(e.g., individuals with higher SES have better health outcomes than those with lower SES).  
 
Main Contributions and Methodology 
In my dissertation I aim to contribute to the sociological literature in three major ways: 1) 
I will assess if there are race-based health disparities within the Mexican American population; 
2) I will build on the epidemiological paradox literature by highlighting the role of race and its 
effects on the health outcomes of Mexican Americans in the United States; and 3) I will explore 
where Mexicans of different racial backgrounds fit in the current system of health stratification 
using the Latin Americanization Thesis (Bonilla-Silva 2004a, 2004b) as primary theoretical 
framework.  
My dissertation research is especially relevant and important given that the Mexican 
origin group continues to grow from 13.5 million in 1990 to 31.8 million in 2010 (Ennis, Rios-
Vargas, and Albert 2011; U.S. Census Bureau 1990). The increase in the size of this population 
means that more empirical attention should be placed in the role race mechanisms play in health 
disparities among Latinos/as. As previously mentioned, prior studies comparing the health 
outcomes among Black and White Latinos/as (as an aggregate group) have suggested that there 
are indeed health inequalities among these two groups. I hypothesize that a similar phenomenon 
occurs within the Mexican American population, the largest of the Latino subgroups. The 
following research questions will guide this dissertation:  
- Is there a system of racial stratification in health among Mexicans in the United 
States? 
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- Where do White Mexicans, Black Mexicans and Other Mexicans fit in the health 
stratification system in the US? How do their health outcomes fare in comparison 
with NH Whites and NH Blacks? 
- Does the Latino epidemiological paradox extend to all Mexican Americans? 
In this dissertation I will examine various health outcomes among Mexican Americans 
who identify racially as White, Black or Other. I will compare their trends and patterns with 
those of monoracial groups. The data I will use will be drawn from the integrated version of the 
National Health Interview Survey (NHIS) as presented and developed generated by the 
Minnesota Population Center. The data I will use is a subsample comprised of White Mexicans, 
Black Mexicans and Other Mexicans. White Mexicans are individuals who ethnically self-
identify as Hispanic or Latino of Mexican origin and also racially self-identify as White. Black 
Mexicans are individuals who ethnically self-identify as Hispanic or Latino of Mexican descent 
and racially self-identify as Black. Other Mexicans are respondents who self-identify as Hispanic 
or Latino of Mexican origin and racially identify as Other. The last category has been included 
because a growing number of Mexican Americans are choosing to racially identify with this 
label and outside of the White-Black binary. To illustrate, in the 2010 Census, 37% of Latinos/as 
identified as “some other race” (Gonzalez-Barrera and Lopez 2015).  
 
Chapter Organization 
I will briefly discussed how this work is organized. In the next chapter, I will discuss in 
more detail the bodies of literature that inform this research, namely, the role of race in 
determining health outcomes in the United States (Williams et al. 1994; Williams and Sternthal 
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2010), the Latino epidemiological paradox (Markides and Coreil 1986; Markides and Eschbach 
2005) and the Latin Americanization Thesis (Bonilla Silva 2004a; 2004b). I will also provide an 
overview of the literature on race and racial discourse in Mexico and Latin America. In chapter 3 
I will outline the methodology I will use in my research. Here I will explain in further detail the 
NHIS and its complex sample design, the sample and subsamples, the dependent and 
independent variables of interest, and the statistical tools I will use to carry out the analyses. 
Chapter 4 will be devoted to the presentation of the results of the statistical analyses of the 
various health outcomes. Finally, in chapter 5 I discuss my results vis-à-vis the research 
questions I have posed and the bodies of literature I have presented.  
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CHAPTER II  
LITERATURE REVIEW 
I mentioned in the introductory chapter that my dissertation will bridge three main bodies 
of literature: the Latino epidemiological paradox (Markides and Coreil 1986; Markides and 
Eschbach 2005), the role of race in determining health outcomes in the United States (Williams 
et al. 1994; Williams and Sternthal 2010), and the Latin Americanization Thesis (Bonilla Silva 
2004a; 2004b). In this chapter, I will review these literatures in more detail while also discussing 
Mexican racial discourse.  
I will begin this chapter by outlining the history, main empirical findings and 
explanations of the Latino Epidemiological Paradox. The Paradox has been the main framework 
used to investigate the health of Latinos/as and Mexican Americans in the U.S. (Markides and 
Coreil 1986; Markides and Eschbach 2005). Then, I will discuss race and the ways it produces 
poor health outcomes among certain populations (Williams et al. 1994; Williams and Sternthal 
2010). In this section, I will highlight the reasons why race needs to be brought to the forefront 
of research on Latino/Mexican health. Before discussing the Latin Americanization Thesis as the 
main theoretical framework of this work (Bonilla Silva 2004a; 2004b), I will briefly discuss the 
history of Mexican racial discourse and how it has shaped how we study the Mexican experience 
in the U.S. This is relevant because this work represents a step forward in highlighting how race 
operates independently to ethnicity to produce poor health outcomes among ethnoracial groups.  
 
The Epidemiological Paradox 
Extensive social and epidemiological research has documented the existence of a social 
gradient in health outcomes since the twelfth century (Adler et al. 1994; Adler and Ostrove 1999; 
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Goldman et al. 2006). Health improves as socioeconomic status increases. Thus, the poorest 
individuals in society have always had the heaviest burden of death and disease (Kaplan et al. 
1987). However, in the United States the Latino population is an exception to this pattern. 
Latinos/as are twice as likely to live below the poverty line and four times more likely to not 
have a high school education relative to NH Whites. Forty two percent of Latinos/as are 
uninsured compared to fifteen percent of NH Whites. Despite these socioeconomic barriers, 
Latinos/as have similar or better health and mortality outcomes than NH Whites (McCarthy 
2015). This phenomenon is known as the Latino Epidemiological Paradox (also known as the 
Hispanic Health Paradox).  
The first evidence of the Latino paradox was documented in 1974 when Teller and 
Clyburn found low infant mortality rates among children in Texas. Markides and Coreil in 1986 
also found low infant mortality rates among Latino children in the U.S. Southwest. After forty 
years of empirical evidence of the paradox, we know that the Latino advantage extends beyond 
those initial findings of low infant mortality to adult mortality, and several health outcomes 
(Arias 2010; Arias et al. 2015; Borrell and Crawford 2009; Hummer et al. 2000; Markides and 
Eschbach 2005; Osypuk et al. 2010). Next, I will review the empirical research related to the 
Latino paradox regarding health and mortality.  
The Latino advantage has been found with regard to multiple health outcomes that can be 
observed through the entire life course. Latino children, especially those whose parents are 
foreign born, have good birth outcomes despite a low socioeconomic status (Acevedo-Garcia et 
al. 2007). This is important because poor health at birth has a serious impact on adult health and 
affects cognitive development, educational attainment and labor market prospects (Johnson and 
Schoeni 2011). Mexican-American infants have similar low birthweight rates to NH White 
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infants (Fuentes-Afflick et al. 1999; Singh and Yu 1996). Furthermore, there are also difference 
within the Mexican origin population. When Mexican mothers are born in the US, their infants 
have a 16% higher risk of mortality and 38% higher risk of low birthweight (Singh and Yu 1996) 
which speaks to the greater advantage of foreign-born Mexican mothers. Mexican immigrant 
mothers also have a 24% lower risk of preterm birth (Cervantes et al. 1999). With regard to 
childhood health outcomes, children of Hispanic origin have lower asthma prevalence (9%) 
compared to their NH White counterparts (11%). Within Hispanic subgroups, Mexican origin 
children have a lower asthma prevalence (6.9%) when compared to non-Mexican children 
(11.4%). Moreover, foreign-born children have a lower prevalence of asthma diagnosis (5.8%) 
than U.S.-born children (10.2%) and children of foreign-born mothers had lower prevalence of 
diagnosed asthma (7.7%) than children born to US-born mothers (14.2%) (Camacho-Rivera et al. 
2015).  
In terms of objective measures of health among adults, Latinos/as and Mexican 
Americans (especially the foreign born) have been shown to have similar or lower biological risk 
profiles and allostatic load scores than NH Whites. Lower risk profiles and low allostatic load 
scores are important because they are based on biomarkers that measure the “accumulated 
consequences of repeated, frequent adaptation to stressors throughout the life course” (Peek et al. 
2010) and if the risk profile and allostatic load scores are high, that tends to lead to the disruption 
in the normal functioning of our physiological systems. Crimmins et al. (2007) studied biological 
risk profiles (blood pressure, metabolic risk and inflammation risk factors) among Latinos/as, 
NH Whites and NH Blacks 40 years of age and older and found that once they accounted for the 
low socioeconomic status of the Latino population, there was no difference in biological risk 
profiles among Latinos/as and NH Whites. Foreign-born Mexicans had a similar biological risk 
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profile to NH Whites and a lower profile than U.S.-born Mexicans. In a similar study, foreign 
born Mexicans reported lower allostatic load scores (2.55) in the Texas City Stress and Health 
Study when compared to U.S.-born Mexicans (3.07), NH Whites (2.87) and NH Blacks (3.21), 
the last group having the highest scores (Peek et al. 2010). The foreign born also had the lowest 
scores on three dimensions of the score (cardiovascular, metabolic and inflammatory) besides the 
overall score when compared to all groups. All Mexicans, including native and foreign-born, had 
lower scores than NH Whites and NH Blacks in three of the four dimensions of the score 
(cardiovascular, inflammatory and stress hormone).  
Congruent with a low risk profile, Forbang et al. (2014) provide evidence of lower 
prevalence of coronary artery disease, non-coronary atherosclerosis and peripheral arterial 
disease among Latinos/as despite having a high-risk cardiovascular disease profile which 
includes high rates of obesity and diabetes. Similarly, Gardin et al. (2010) suggest that Mexican 
Americans have lower risk of subclinical cardiovascular disease including a lower prevalence of 
coronary artery calcium and lower levels left ventricular mass when compared to NH Whites. 
Other studies have reached similar conclusions. Researchers at the Center for Disease Control 
used data from the American Community Survey (ACS), the National Vital Statistics System 
mortality data, the National Longitudinal Mortality Study, the National Health Interview Survey, 
and the National Health and Nutrition Examination Survey to analyze leading causes of death, 
disease prevalence, risk factors and use of health services among Latinos/as (Dominguez et al. 
2015). They concluded that Latinos/as had a mortality rate 24% lower than NH Whites and lower 
death rates for most causes of death including cancer and heart disease. Latinos/as also reported a 
49% lower prevalence of self-reported cancer, a 35% lower prevalence of self-reported heart 
disease, a 43% lower prevalence of smoking and similar prevalence of hypercholesterolemia and 
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hypertension as NH Whites. However, self-reported chronic disease is usually assessed by asking 
respondents if a health professional has told them they had a disease and 41.5% of Latinos/as 
lacked health insurance and 15.5% delayed care due to costs (Dominguez et al. 2015). Therefore 
their health advantage in self-reported medical conditions can be an issue of health care access. 
In other words, they have not been told they have a condition simply because they do not have 
the means to see a medical professional.  
In regards to health behaviors and mental health, Latinos/as also have been shown to 
have better outcomes than NH Whites. Yang et al (2009) studied Latinos/as and NH Whites in 
Nevada and found that they are less likely to be currently smoking, less likely to have asthma, 
less likely to be disabled, less likely to be exposed to secondhand smoking, less likely to be 
engaged in intimate partner threat and violence and less likely to be depressed. Latinos/as were 
more likely to get the flu shot, more likely to get mammograms and Pap smear screenings and 
more likely to perceive alcohol and marijuana as a health risk. Finally, in terms of mental health 
Alegria et al. (2008) found that 29.7% of Latinos/as reported any lifetime psychiatric disorder 
compared to 43.2% of NH Whites. U.S.-born Latinos/as are also at higher risk of mental illness 
than their immigrant counterparts.  
 In terms of mortality, Cortes-Bergoderi et al. (2013) conducted a meta-analysis of 
publications examining the cardiovascular mortality advantage among Latinos/as and found that 
despite Latinos/as having higher prevalence of cardiovascular risk factors such as high rates of 
obesity and diabetes, they tend to have a consistent all-cause and cardiovascular mortality 
advantage when compared to NH Whites. The data in this meta-analysis represented over 22 
million Latinos/as in data collected from 1950-2009. Medina-Inojosa et al. (2014) reported 
similar findings in their review of the paradox in cardiovascular disease and total mortality. Ruiz 
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et al. (2013) also conducted a longitudinal meta-analysis of fifty eight studies in Latino mortality 
and found a weighted average effect size of 0.825 OR, or a 17.5% mortality advantage. Arias 
(2010) found higher survival rates among Latinos/as when compared to NH Whites and NH 
Blacks. She found that 47.2% of Latinos/as survived to age 85 compared to 38.3% and 27.8% for 
NH Whites and Blacks, respectively. Iribarren et al. (2009) studied a cohort of 177,750 
individuals who attended medical checkups in Oakland and San Francisco between 1964 and 
1973. The data were linked to the California Automated Mortality Linkage System; they showed 
that Latinos/as (53% of them U.S.-Born) experienced lower risks of all-cause mortality, as well 
as a decreased risk in death by circulatory causes and by malignant neoplasms (cancer). Their 
findings varied by birthplace, and, interestingly, it was more evident among U.S.-Born 
Latinos/as. Borrell and Crawford (2009) also investigated all-cause mortality using the National 
Health Interview Survey linked to the National Death Index and found that Latinos/as had higher 
death rates in ages 25-44, similar rates in ages 45-64, and lower rates at age 65 and older, than 
NH Whites. A very interesting finding in this study was that Latinos/as, who racially identify as 
White, have higher death rates than NH Whites. Using the same data, Lariscy et al. (2015) found 
that foreign-born Latina women have a mortality advantage of 25 to 33% over NH White women 
in every five year age group. Foreign-born Latino men have a mortality advantage of 20 to 40% 
compared to NH White males in every five year age group as well. In their study, mortality did 
not differ between U.S.-born Latina women and NH White women but it did differ 13 to 25% 
among U.S.-born Latino males and NH White males. U.S.-born Latino males had lower 
mortality in ages 75-84 but there were not statistically significant differences in other age groups. 
Hummer et al. (2000) found lower mortality risks among Latino subgroups (Mexican Americans, 
Central/South Americans and Other Hispanics) compared to NH Whites. Even though the 
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paradox applied to several Latino subgroups, the paradox was most striking among Mexican 
Americans due to a combination of low mortality and high SES disadvantage. Angel et al. (2010) 
also found a mortality advantage among foreign-born Mexicans who migrated to the United 
States late in life, even without significant differences in morbidity (chronic illness). The 
mortality advantage of Latinos/as and particularly of Mexican Americans, has been consistently 
reported in empirical studies. However, the intensity of the advantage varies by 
sociodemographic factors including age, gender, nativity, age of arrival to the US and racial 
identification.  
 
Explanations of the Latino Paradox 
As previously mentioned, there are three major hypotheses that have been advanced to 
explain why Latinos/as, and more specifically Mexican Americans, have similar or better health 
and lower mortality outcomes than NH Whites despite their socioeconomic challenges. The first 
hypothesis is migration selectivity which states that migrants are self-selective. They are self-
selective in terms of age and health, they are young and in good health. Older individuals and 
those in poor health are unlikely to put themselves in a position of greater hardship, especially if 
the migration journey is long and/or dangerous as in the case of unauthorized migration. 
Therefore, migrants tend to be the healthiest individuals from the communities they leave and 
bring over the benefit of their exceptional health (Franzini et al. 2001; Markides and Eschbach 
2005; Saenz and Morales 2012). Another element of this hypothesis is return migration or the so-
called salmon bias. Researchers argue that ill immigrants in older ages return to their places of 
birth to live their last years and die at home and since they die abroad, they become statistically 
immortal in U.S. vital statistics (Palloni and Arias 2004). This is known as the salmon bias or 
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return migration hypothesis. However, Abraido-Lanza et al. (1999) tested this among Cubans, 
Puerto Ricans and U.S.-Born Latinos/as and found that some of these groups still had a mortality 
advantage which cannot be explained by return migration because Cubans cannot go back to 
Cuba due to sociopolitical issues, Puerto Ricans who die on the island still get counted in U.S. 
vital statistics and U.S.-Born Latinos/as are unlikely to go anywhere because the U.S. is their 
home country. 
The second explanatory hypothesis is protective culture which states that there are certain 
values and habits in Latino culture that protect individuals from bad health outcomes and higher 
mortality risk. One of these is close family ties. Latinos/as tend to remain close with their family, 
both nuclear and extended, through their lifetime, and those extended social networks provide 
them with social support, especially in difficult times (Abraido-Lanza et al. 1999). Latinos/as are 
also deemed to have healthier lifestyles including a healthier diet in which they consume more 
legumes, grains and vegetables, and red meat consumption is low. Physical activity levels are 
also high among Latinos/as (mostly from physically engaging jobs) and they also report lower 
levels of smoking, drinking and drug use when compared to other racial and ethnic groups 
(Saenz and Morales 2012). For instance, Fenelon (2013) argues that some of the mortality 
advantage of Latinos/as could be traced back to their low levels of smoking which places them at 
lower risk for several types of cancer as well as cardiovascular disease.  
The third hypothesis states that the paradox does not exist. It is known as the statistical 
artifact. Some researchers argue that the paradox does not exist and that the issue lies with 
problems in the computation of mortality rates due to age, race and ethnicity misreporting (Saenz 
and Morales 2012). However, Arias et al. (2010) found that the paradox cannot be explained by 
an incongruence between ethnic classification in vital registration and population data systems. 
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These researchers argue that there can be three types of errors in mortality data which comes 
from two sources, the U.S. Vital Statistics System and passive follow-up studies which match 
survey samples to death certificates. The three types of errors are ethnic misclassification, record 
linkage errors, and age misstatement. Arias and colleagues addressed the issue of ethnic 
misclassification and found that the classification ratio was 1.04 and 1.05 from 1979 to 1998 
which means that surveys identified 4-5% more Hispanics than death certificates did. Moreover, 
the ethnic classification ratio for foreign-born Hispanics was 1.02 and for individuals who lived 
in areas of high ethnic (Hispanic) concentration, the classification ratio was also 1.02, which 
means that the concordance between surveys and death certificates was higher for the foreign-
born and for those living in ethnically concentrated areas. Overall, ethnic classification in death 
certificates is good, and mortality estimates based on vital statistics are reliable (Arias et al. 
2010).  
In summary, the explanations explored by past empirical studies of the paradox, namely, 
migration selectivity, salmon bias, protective culture and statistical artifact might account for 
some of the mortality and health advantage of Latinos/as, but none of these explanations fully 
accounts for it (Markides and Eschbach 2005). 
 
Paradoxes Within the Paradox 
 Within the Latino paradox, there are three other paradoxical elements. The first one is 
acculturation and its deleterious effects on Latino health and mortality, the second one is the high 
levels of morbidity and disability among Latinos/as, and the third and last one is the many 
benefits of Latino enclaves. The health and mortality advantage of Latinos/as tends to decrease 
with length of time in the U.S. and with increasing levels of acculturation (Saenz and Morales 
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2012). Abraido-Lanza et al. (2005) found that higher acculturation levels are associated with 
higher body mass index and higher levels of alcohol consumption and smoking. Similarly, 
Kaplan (2004) et al. found that as length of residency in the U.S. increases, so does the 
likelihood of being obese. Mental health also deteriorates as individuals spend more time in the 
U.S. and acculturate (Alderete et al. 2000). Researchers argue that with a greater amount of time 
spent in the U.S., immigrants lose the protective elements of their culture. In other words, their 
family ties loosen, they change their dietary behavior as well as alcohol and substance use 
patterns (Alba and Nee 2003; Abraido-Lanza et al. 2005). The second paradoxical element 
within the paradox is that Latinos/as have high rates of morbidity and disability despite their low 
mortality and high longevity rates (LaVeist 2005; Markides and Eschbach 2005) as I previously 
discussed. Latinos/as have high prevalence of obesity and diabetes (Markides and Eschbach 
2005). Latinos/as have a 133% higher prevalence of diabetes and a 23% higher prevalence of 
obesity than NH Whites (Dominguez et al. 2015) which means that they experience chronic 
illness and disability for a longer part of their lives. Third, Latinos/as tend to live alongside co-
ethnics in enclaves. These communities are characterized by high levels of poverty and limited 
opportunity. However, evidence shows that living alongside other Latinos/as, especially 
immigrants, results in better health outcomes due in part to increased social support (Eschbach et 
al. 2005; Eschbach et al. 2004; Patel et al. 2003). Thus, the Latino paradox results from a 
confluence of complex and competing dynamics.  
 The literature on the Latino epidemiological paradox is vast and as reviewed, it 
encompasses a multitude of outcomes, samples and methodologies that have arrived at pretty 
much the same conclusion, namely, that Latinos/as have a health profile equal to or better than 
NH Whites. However, two criticisms can be made of this body of work. First, most of the work 
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on the Latino paradox aggregates all Latinos/as, which is problematic due to the divergent health 
profiles within this population (Abraido-Lanza et al. 1999; Hummer et al. 2000; Sorlie et al. 
1993). Secondly, most of these studies neglect the role of race in determining health outcomes 
(for exceptions see Borrell and Dallo 2008; Borrell and Crawford 2009; Camacho-Rivera et al. 
2015; LaVeist-Ramos 2012; Markides et al. 2007). Race is a fundamental cause of health 
disparities, and it needs to figure more prominently in the study of Latino health (Williams and 
Collins 2001). Latinos/as are not a racially homogeneous population and thus not all are 
subjected to the same race-based mechanisms that determine health and longevity. In the next 
section of this chapter, I will outline why race is so relevant in dictating health outcomes and 
how and in what ways race operates to produce poor health.  
 
Racial Inequalities in Health 
I have noted previously that socioeconomic status is the strongest predictor of health 
outcomes (Adler et al. 1993; Adler and Ostrove 1999). Thus, it is considered a fundamental 
cause of health outcomes. Fundamental cause theory suggests that individuals with higher 
socioeconomic status are able to use resources such as money, power, knowledge, and other 
forms of capital in order to avoid health risks (Link and Phelan 1995). In the United States, race 
is also considered a component of fundamental cause because it shapes the socioeconomic 
circumstances of individuals through a variety of mechanisms (Williams and Collins 2001). For 
example, NH Blacks’ socioeconomic disadvantage has contributed to their unfavorable health 
profile (Williams and Collins 1995). As discussed, Latinos/as, more specifically Mexican 
Americans, are somewhat of an exception to the social gradient of health due to favorable 
outcomes despite underprivileged social circumstances. However, little is known about how 
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race-specific mechanisms affect health outcomes among this population, especially among those 
Mexican Americans who do not identify as White.  
The study of health disparities based on race/ethnicity in the United States dates back to 
W.E.B. DuBois’ book The Philadelphia Negro published in 1899. DuBois argued that the poor 
health of Blacks was an indicator of racial inequality. He argued that their poor health was a 
function of the differences in living conditions and social advancements between racial groups. 
His view was in direct opposition of the biomedical paradigm that attributed racial differences in 
health to biological differences between individuals of different racial groups (Williams and 
Sternthal 2010). Scientific research has confirmed that genetic variation among humans does not 
aggregate into subgroups that match societal race categories. Thus race is more a social than a 
biological construct (Cooper et al. 2003; Williams and Sternthal 2010). It is largely documented 
in the sociological literature that racial categorizations are arbitrary and based on ideology, 
power and stratification (Omi and Winant 1994; Blauner 1972). Subsequently, racial health 
disparities tend to be the byproduct of stratification. However, racial categories do capture 
unmeasured biological factors associated with ancestry, geographic origins and environmental 
factors, including the psychological, social, physical and chemical environments that individuals 
are exposed to throughout their life course and also across generations (Williams et al. 2010).  
 The health disparities among Blacks that DuBois observed in the late 18th century remain 
to this day despite an overall improvements in health and mortality in the U.S. population. 
Blacks live fewer years than any other racial and ethnic group (Hayward and Huron 1999). They 
have a lower life expectancy at birth than NH Whites (73.1 years v. 78.3). Blacks also have 
higher age-specific mortality rates than the age-specific mortality rates for the general population 
at every age group until age 75 years. NH Blacks also exhibit a large number of excess deaths 
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which are the number of deaths observed that exceed the predicted number (Williams et al. 
2010). Blacks are also more likely than Whites to experience diseases like hypertension, 
diabetes, and stroke as well as nonfatal diseases, impairments and almost all forms of disability 
(Hayward et al. 2000). Overall, NH Blacks experience early onset, greater severity of disease and 
poor survival (Williams et al. 2010).  
The disadvantages of being Black might also extend to Black Latinos/as as documented 
in the developing literature on Black Latinos/as’ health. Early studies of Black Latino health 
presented mixed evidence regarding differences between the health outcomes of Black 
Latinos/as and non-Black Latinos/as. Borrell (2009) did not find a significant difference in self-
reported hypertension among White and Black Latinos/as using data from the National Health 
Interview Survey. However, she did find a higher prevalence of diabetes among Black Latinos/as 
relative to White Latinos/as (2007). In another study, Puerto Ricans with dark skin tones were 
more likely to have higher systolic blood pressure than their light-skinned counterparts (Costas 
1981). LaVeist-Ramos et al. (2012) found that Black Latinos/as had a similar prevalence of 
diabetes, heart conditions, stroke, levels of physical activity and smoking status when compared 
to both White Latinos/as and NH Blacks. Black Latinos/as were similar to White Latinos/as in 
rates of hypertension, obesity, being overweight and current drinking status. Black Latinos/as 
had a much higher prevalence of asthma in relation to White Latinos/as. Black Latinos/as seem 
to resemble NH Blacks in terms of health services with similar rates of lack of insurance 
coverage and the likelihood of visiting a doctor in the last year. They were also less likely than 
White Latinos/as and NH Blacks to have a usual source of care (LaVeist-Ramos et al. 2011). 
LaVeist-Ramos’ subsample of Black Latinos/as, however, consisted of mostly Puerto Ricans 
(32.3%) and Central Americans (19.9%), with Mexicans accounting for only 19.3% of this 
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subsample. Hispanic blacks also have a higher prevalence of poor or fair self-rated health when 
compared to White Latinos/as, NH Blacks and NH Whites (Borrell and Dallo 2008). Ramos et 
al. (2003) found higher levels of depressive symptomatology among Black Latina females 
compared to White Latinas, as well as to NH Blacks and NH Whites. Black Latina females have 
also displayed different patterns of fertility when compared to White Latinas (Ayala 2017). 
Similarly, Black Latino mothers gave birth to babies who weighed less and were younger than 
infants born to either non-Black Latina and NH White women. Low birthweight prevalence 
among Black Latino mothers was 2% higher than among non-Black mothers while preterm birth 
and smallness for gestational age was 1% higher (Bediako et al. 2015). As we can see, most 
studies of Latino health that account for race aggregate all Latino subgroups. As far as I am 
aware, the research I will undertake in this dissertation will be one of the first of its kind to 
analyze a Latino subgroup in the United States, Mexicans and Mexican Americans, along racial 
lines.  
In Latin America, studies of the relationship between race and health are also scarce but 
the few available also document poorer health among those who identify as Black (or non-
White) relative to the population that identifies as White. In Brazil, individuals who identified as 
Black or Brown were more likely to live in residentially segregated neighborhoods and were 
26% more likely to have hypertension and 50% more likely to have diabetes than individuals 
living in more affluent areas after accounting for income and education (Barber et al. 2018). 
Non-whites (Moreno, Mulatto, Brown and Black) in Brazil also have a higher prevalence or odds 
of mental disorders compared to Whites. Disorders include depression, depression symptoms, 
pregnancy-related depression and anxiety (Smolen and Araujo 2017). In a study of ten rural Afro 
Mexican communities, Saucedo et al (2008) documented a 13.2% prevalence of diabetes and 
 26 
 
32.7% of hypertension as well as significant nutritional deficiencies that put this population at 
the risk of excess weight and obesity. The literature documenting racial inequalities in health in 
Latin America is relatively new. However, racial inequality has been documented in other 
settings and for other various outcomes. It is worth mentioning that the majority of the race 
literature in Latin America focuses on Afro-Latin America, specifically, places such as Brazil or 
the Spanish-speaking Caribbean (Sue 2013). Some examples of racial inequality in Latin 
America include Gonzalez-Rivas’ (2012) study on salary differentials among Black and non-
Black Colombian females. Gradin’s (2015) findings present evidence of occupational 
segregation among Afro Latinos/as in relation to Whites in several Latin American countries, 
being especially prominent in Ecuador and Brazil and less pronounced in Cuba, Puerto Rico and 
Costa Rica. Quintero Ramirez (2014) reported the experiences of everyday racism among Black 
college students in Cali, Colombia. Furthermore, individuals with darker skin tones have a 
schooling disadvantage in Bolivia, Brazil, Colombia, Dominican Republic, Ecuador, Guatemala, 
Mexico and Peru (Telles et al. 2015). In Mexico, darker skin tones are also associated with lower 
levels of education and lower occupational status (INEGI 2017). Skin tone is one of the main 
characteristics associated with race in Latin America (Gravlee 2005; Guimarães 2012; Sue 2013) 
and in the United States, it has been used in surveys about racial attitudes and racial 
discrimination (Gullickson 2005; Keith & Herring 1991; Massey & Sánchez, 2010). In summary, 
the literature on racial inequalities in Latin America is more developed in some countries than in 
others (i.e. Brazil) but the inclusion of ethnoracial questions, both self-identification and skin 
tone scales, in recent surveys and censuses will likely produce a larger body of research on the 
matter (Angosto Ferrández and Kandolfer 2012) . Now that I have reviewed racial health 
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inequalities in the United States and in Latin America, I will proceed to survey the literature that 
aims to explain how race and racism operate to produce poor health outcomes.  
 
How Does Race and Racism Produce Poor Health Outcomes? 
There are five basic models in the racial disparities literature to explain racial disparities 
in health. I will discuss the models particularly relevant to my research, namely, the 
socioeconomic status model and the psychosocial stress model. The socioeconomic status model 
deals with the fact that racial disparities are confounded with socioeconomic status. Overall, 
controlling for SES fails to account for the entire magnitude of racial disparities (Dressler et al. 
2005). Going back to DuBois’ first observation of racial disparities in health, he noted the strong 
association of race and class. Currently, researchers are interested in examining the joint and 
independent effects of SES and race. Socioeconomic measures account for a substantial part of 
racial health disparities (Hayward et al. 2000; Williams and Collins 1995; Hummer 1996). 
However, race has independent effects on health outcomes. For example, Williams et al. (2010) 
present data on life expectancy at age 25 for Whites and Blacks by education. The difference in 
years of life expectancy increases with education and the largest difference is among college 
graduates, which supports the diminishing returns hypothesis that argues that minorities receive 
declining health returns with increasing SES. Farmer and Ferraro (2005) also found evidence of 
this hypothesis in their research showing that Black/White disparities in self-rated health were 
larger at higher levels of SES; education increases did not reap the same returns for Blacks as it 
did for Whites. Blacks also report poorer self-rated health compared to Whites at every income 
level, and higher infant mortality rates at every level of education. Actually, the White-Black gap 
in infant mortality widens with increased levels of education. African American women with 
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college degrees have higher infant mortality rates than White women with less than high school 
education (Din-Dzietham and Hertz-Picciotto 1998). Similarly, high SES Black women have 
similar or higher rates of low birth weight, hypertension and being overweight than the lowest 
SES white women (Pamuk et al. 1998). Furthermore, indicators of socioeconomic status are not 
equivalent across all racial/ethnic groups. Blacks have lower wealth and income than whites at 
any level of education. Blacks have higher levels of unemployment at all education levels. 
Wealth and debt also differ significantly across race among those with the same income levels. 
Therefore using a single measure of SES is unlikely to capture the actual effects of social class 
across racial groups (Adler and Rehkopf 2008). In summary, race and SES might be related, but 
they are two distinct forms of stratification that contribute to health disparities (Williams and 
Collins 1995; Adler and Rehkopf 2008). Both race and SES are fundamental causes which 
explain the persistence of health disparities based on both forms of stratification. Race and SES 
allow or prevent individuals from deploying resources such as knowledge, money, power, 
prestige and beneficial social relationships to avoid health risks and to take protective actions. 
Phelan and Link argue that racism impacts SES, and SES in turns impacts health, making racism 
a fundamental cause. 
The psychosocial stress model takes into account the race experience and the stressors 
associated with interpersonal and institutional racism. There are three main approaches within 
the psychosocial stress model. The first approach draws a distinction between institutional and 
perceived racism. It is the approach used by social epidemiologists like Williams and Krieger. 
Institutional racism or structural racial inequality results in the limited access to resources that 
would make it possible to achieve a good health status such as limited employment and 
educational opportunities and residential segregation. Interpersonal racism treats experiences of 
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discrimination as stressors with deleterious health outcomes (Dressler et al. 2005; Williams and 
Sternthal 2010). The second approach uses the stress model more broadly and labels stress as a 
negative affect that will produce poor health outcomes. The third approach adapts the stress 
model to the everyday experiences of racial minorities. An example of this model is the John 
Henryism hypothesis which is named after a mythic black figure who in the face of many 
obstacles, refuses to be discouraged in its efforts. This hypothesis speaks to the fact that Black 
individuals are continuously and actively coping with life stressors with fewer resources (James 
1994; Dressler et al. 2005). I will elaborate on the first approach of the psychosocial stress 
model, and more specifically, the items advanced by social epidemiology, institutional racism in 
the form of residential segregation and interpersonal racism or everyday discrimination. I am 
elaborating on these items due to their prominence in the racial disparities literature. 
Residential segregation is a landmark of institutional racism. According to Massey and 
Denton, “residential segregation is the degree to which two or more groups live separately from 
one another…” (1988, p. 282) or in Williams and Collins’ terms, the physical separation of the 
races in a residential context (2001). This separation of races was motivated by racial prejudice 
and the desire to maintain social distance with people of color, most specifically NH Blacks. 
Residential segregation did not happen accidentally. It is the result of concerted efforts by the 
government and the real estate and banking industries. Residential segregation has remained at 
stable levels despite housing discrimination being illegal according to the Civil Rights Act of 
1968 due to de facto procedures enacted by banks and the real estate industry (Williams and 
Collins 2001). It has been argued in the medical sociology literature that residential segregation 
is a fundamental cause of racial disparities in health, a structural manifestation of racism 
(Massey and Denton 1993; LaVeist 1989; Williams and Collins 2001). Segregation produces the 
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concentration of poverty, social disorder, and social isolation and creates a pathogenic 
environment through multiple pathways (Massey 2004; Schulz et al. 2002; Williams and Collins 
2001). The first pathway is that it restricts the attainment of higher socioeconomic status due to 
limited access to quality education, poor preparation for higher education in conjunction with 
subpar employment opportunities. Second, concentrated poverty and social disorder make it 
difficult for residents to have a nutritious diet, exercise and avoid alcohol and tobacco. Krammer 
and Hogue’s (2009) meta-analysis of segregation and health studies concluded that segregation 
does have a negative effect on health outcomes. Next, concentrated poverty exposes residents to 
high levels of financial-related stress as well as to other chronic and acute stressors. Segregation 
tends also to weaken communities and affect interpersonal relationships and trust among 
neighbors. Segregation also leads to an increased exposure to toxins and pollutants in the air and 
water sources as well as to poor dwellings due to the political and institutional lack of investment 
in segregated communities. Finally, segregation has a negative effect on the access to and the 
quality of health care affecting both morbidity and mortality (Williams and Sternthal 2010).  
Individual experiences of discrimination have been documented to be stressors that have 
adverse effects on physical and mental health. A meta-analysis of racial discrimination effects on 
health suggests that discrimination is associated with several health indicators including 
violence, sexual functioning, sleep patterns, hemoglobin A1C, coronary artery calcification, 
increased levels of abdominal fat, as well as uterine fibroids and breast cancer. It also affects 
health care utilization, and therapeutic adherence, and it puts individuals at an adverse risk of 
using substances such as alcohol, tobacco or illegal drugs to cope with stress. The adverse effects 
of discrimination in health do not occur only in the U.S. Similar effects have been found in New 
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Zealand, Australia, and South Africa and among immigrant populations in Europe (Williams et 
al. 2010; Williams and Sternthal 2010). 
As I have already discussed, race has significant effects on health outcomes via both 
micro and macro mechanisms. Why then have we not considered how race operates among 
Latinos/as and Mexican Americans? I argue that Latinos/as, and in this specific case Mexicans, 
have been considered a racially homogenous population due to the colorblindness of the mestizo 
ideology which originated in Mexico and somehow has influenced how we study the Latino 
experience in the United States. In the next section, I discuss the origins and repercussions of this 
ideology. 
 
Racial Discourse in Mexico 
A Brief Historical Overview of the Mexican indigenous and Black Populations 
 Before I delve into the issue of racial ideology in Mexico, it is important to provide a 
brief background of Mexico’s history and the sociodemographic characteristics of the groups that 
constitute its “mixed” population. The origins of Mexico’s indigenous (native) populations can 
be traced back to around 2000 B.C. Therefore, when Hernan Cortes arrived in Tenochtitlan, he 
found a well-developed civilization, The Aztec Empire. It comprised eighty thousand square 
miles and a population of 15 million people. Its capital, Tenochtitlan, had a population of 
300,000. It is worth noting that the arrival of Cortes was the first time the natives had ever 
encountered White people, leading them to initially treating Cortes and his group as gods. The 
Aztecs had significant military power which allowed them to seize most of the contemporary 
Mexican territory. Despite their power, the conquest was achieved by the Spanish in 1521 by 
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forming powerful alliances with Aztec enemies as well as the weakening of the Aztecs due to 
disease and starvation (De Alva 2006).  
In spite of the conquest and other subsequent armed conflicts, as well as the overall 
urbanization of Mexico, the indigenous population continues to be sizeable. In 2015, 21.5% of 
the Mexican population self-identified as indigenous, roughly 25.7 million Mexicans, while 
6.5% of the Mexican populations speaks an indigenous language, approximately 7.4 million 
people. However, this population has significant socioeconomic deficiencies. Those who speak 
an indigenous language have on average 6.2 years of formal schooling compared to the national 
average of 9.1, and 23% do not read or write relative to the 5.5% national average. Fourteen 
percent of the indigenous peoples do not have flooring in their homes compared to 3.6% of the 
overall population, and only 38.4% has water pipes relative to the 74.1 national average. They 
also have reduced access to information and communication technologies in comparison to the 
rest of the population (INEGI 2015).  
The first African slaves were brought to Mexico by Cortes and his companions. Shortly 
after the conquest, the Spanish began a more intense slave trade in Mexico as labor was highly 
needed during the colonization process. The Spanish crown issued tens of thousands of licenses 
to bring slaves to New Spain despite strict restrictions as they only allowed the export of 
documented Christians. Due to those requirements, the Spanish opted to export slaves illegally, 
mostly from Green Cape and Guinea (Aguirre Beltran 1944). It is estimated that 200,000 African 
slaved arrived in Mexico during this time period, although this is likely an undercount because of 
the illegal slave trade (Aguirre Beltran 1944). African individuals and their Mexican descendants 
were described in offensive terms in colonial writings and were expected to hide their black 
features (Aguirre Beltran 1946).  
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Racial mixing between the Spanish, indigenous and African populations began during the 
colonial period. In order to control racial mixing, there was a very strict caste system in an effort 
to maintain the status quo. The caste system was based on race, culture and socioeconomic status 
and placed a heavy emphasis on skin color. Thus, Spaniards were at the top, followed by mixed-
race individuals, then the indigenous, and then Africans at the bottom (Morner 1967). The 
system was quite complex. For instance, people from African descent were classified as 1) 
Negros atezados/retintos, for individuals with very dark skin tone and 2) Negros amembrillados, 
their skin tone was slightly lighter with a yellow hue. The second category was further divided 
into two other categories, a) Cafres de pasa, who had abundant and very curly hair, and b) 
Merinos, their hair slightly less curly. In the caste system, mestizo (from Spaniard male and 
indigenous female) and mulato (from Spaniard female and African male) were the foundation for 
further classification (Aguirre Beltran 1946). By 1810, at the end of the colonial period and right 
before the independence war, there were in Mexico 1.1 million Spaniards, 3.7 million indigenous 
people and 1.3 million “mixed” individuals classified accordingly to the caste system which 
included those from African descent. After Mexico achieved its independence from Spain in 
1821, slavery and the caste system were abolished (Ochoa 1997). 
Once Mexico became independent, Black Mexicans were explicitly excluded from the 
project of the Mexican nation. The racially “mixed population” was slightly larger than the 
Spanish population and yet, they had no bearing in the construction of the new nation (Mora 
1965). To justify their virtual disappearance, Black Mexicans were deemed to be an insignificant 
part of the population, mostly the descendants of former slaves combined with a few Cuban and 
American expatriates. Some argued that they were confined to a few small clusters in remote 
areas (Orvañanos 1889; Correa 1901). However, the neglect of the Afro descendant population 
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did not only occur in Mexico. It also occurred all throughout Latin America as new nations 
gained independence from the Spanish and Portuguese crowns. They all engaged in racial 
amnesia over their African roots (Vincent 1999). Mexico endured another armed conflict from 
1910 to 1921, the Mexican Revolution. The revolution began in an effort to overthrow the 
dictatorship of Porfirio Diaz whose ambitious modernization plans led to increasing social 
inequality and social unrest.  
 
The Mestizo Ideology  
Sue (2013) argues that Mexican national ideology is based on three pillars, mestizaje, 
nonracism and nonblackness. The first pillar, the mestizo ideology, was born in the post-
revolutionary period (1920s) and has persisted to today. This ideology was (is) state-sponsored 
and began due to the need to unify a country that in a century had dealt with two decade long 
wars, a French invasion, and a three-year French monarchy, as well as two wars with the United 
States, one in which Mexico lost a substantial part of its territory (Knight 1990; Sue 2013). 
During the revolution years, Mexican intellectuals began challenging Eurocentric views of white 
superiority while exalting the notion of a mixed heritage (Basave Benitez 1992; Knight 1990). 
The Mexican intellectual Jose Vasconcelos argued that the mestizo would achieve global 
dominance in his text The Cosmic Race (1997[1925]). Vasconcelos challenged prevailing 
scientific race notions at the time that deemed race mixing as inferior. Instead, he proposed, the 
mestizo represented a superior race both culturally and biologically (Vasconcelos 1997 [1925]; 
Stern 2003; Sue 2013). His main idea was to create an identity based on the homogenization of 
ethnicities and the extinction of what he deemed as lower types of humans based on the natural 
and voluntary mixing of the best traits of all races (Hernandez Cuevas 2004; Vasconcelos 
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1997[1925]). The cosmic race notion reduced all cultural differences to one main principle, 
mestizaje, a form of romanticized indigenismo, in order to ensure the creation of a popular state 
and secure national unity (Castro Gomez 1996). The ideology went far beyond the Mexican 
intellectual circle because Vasconcelos was the Minister of Education from 1921 to 1924. Thus, 
a new educational curriculum that fostered a strong Mexican national identity was deployed in 
every classroom (Benjamin 2000; Gutierrez 1999). An important component of the curriculum 
was imposing the Spanish language to all classroom instruction in order to “incorporate” the 
indigenous population. Vasconcelos’ program did not consider indigenous languages to be 
worthy of instruction, thus promoting their elimination (Monsiváis 2010).  
Mestizaje provides the basis for the second pillar of Mexican national ideology, 
nonracism (Sue 2013). Since all Mexicans consider themselves of mixed race, they contest there 
is no place for racism. They especially draw a contrast with the United States where racism has 
had and continues to have deep societal implications (Knight 1990). As a result of the notion of 
nonracism, Mexican officials did not collect data on race between1921 (Tilley 2005) and 2015, 
when they first collected data on Mexicans of African descent (INEGI 2015). The third pillar of 
Mexican national ideology is nonblackness, the neglect of the nation’s Black heritage (Sue 
2013). From colonial times to independent Mexico, Blacks were relegated to the background of 
the historical narrative. In the construction of the mestizo national identity, they were “perceived 
to having been absorbed into the population through the process of race mixing” (Sue 2013:16). 
In his book, The Black Population of Mexico, Aguirre Beltran (1946) argued that the Afro 
Mexican heritage would bleach out and eventually disappear in the integration process. The 
racial discourse in Mexico did not make African Mexicans disappear, it just concealed Mexico’s 
racial heterogeneity (Hernandez Cuevas 2004).  
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In recent years, the Mexican racial discourse has slightly shifted and there is greater 
acknowledgement of the racial heterogeneity of the population. Along these lines, Mexico has 
begun collecting data on race. In the mid-census survey of 2015, it asked respondents if they 
self-identified as Afro Mexican. The question reads, “according to your culture, history and 
traditions, would you consider yourself Black, or Afro Mexican or Afro descendant”? (INEGI 
2015). Almost 1.4 million Mexicans, roughly 1.2% of the population identified as Black. 
According to the survey’s data, Black Mexicans have a similar fertility rate as the national 
population and roughly equal access to health care services. However, they also have slightly 
lower average schooling. Moreover they have a higher rate of individuals who cannot read nor 
write (INEGI 2015). More recently, INEGI released data of the Module of Intergenerational 
Social Mobility which incorporated an 11-point skin tone scale, the same scale used on the 
Project of Race and Ethnicity in Latin America. Mexicans with lighter skin have higher 
educational attainment and occupational prestige than darker-skinned individuals (Instituto 
Nacional de Estadistica y Geografia 2017). Skin color is, as previously discussed, one 
manifestation of race (Sue 2013). INEGI’s data informs us that since colonial times, Mexico has 
remained a pigmentocracy in which individuals of lighter skin color remain at the top of the 
social hierarchy and those of darker skin remain at the bottom (Katzew 2004; Flores and Telles 
2012; Villarreal 2010). This is especially interesting for two reasons: the national ideology 
contradicts these findings (Sue 2013), and over 80% of the module respondents self-identified in 
the middle range categories of skin tone (INEGI 2017). This means that despite their lived 
experiences being affected by racial discrimination, most of them retain the notion that they are 
indeed perfectly mixed.  
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 Why is the Mexican racial ideology relevant for my dissertation research? I argue that the 
study of the Latino and Mexican American experience in the United States has followed the 
same racially homogeneous pattern. The mestizo ideology has been used as the basis for similar 
racial projects in Latin America (Tilley 2005) and, I would argue, has similarly permeated how 
Mexican Americans and other Latinos/as are seen racially in the United States. Latino and 
Mexican immigrants have contributed to this ideology by bringing their own “identities and 
conceptualizations of race” (Sue 2013:187; 2011). The racial ideology brought over by 
immigrants does not easily change after moving to the United States, and moreover, it might be 
subject to intergenerational transmission (Roth 2012; Telles and Ortiz 2008). Immigrants then 
are able to alter the racial ideological landscape in the United States (Alba and Nee 2003; 
Bonilla-Silva 2004; Roth 2012), and in this case, they have been able to largely maintain their 
views as one large mixed group. However, as acknowledgement and understanding of racial 
heterogeneity and racial inequality in Mexico and Latin America continue to grow (Roth 2012; 
Sue 2013; Telles 2014; Villarreal 2010), it is important to study the U.S. Latino and Mexican 
American populations through an ethnoracial lens rather than just through an ethnicity 
perspective. This brings me back to one of the main objectives of my dissertation, which is to 
investigate how race affects health outcomes among the Mexican American population in the 
U.S.  
 
The Latin Americanization Thesis 
Tying the U.S. and Latin American race constructs together, sociologist Eduardo Bonilla 
Silva (Bonilla-Silva 2004b) has presented the Latin Americanization Thesis whereby the current 
binary racial structure in the U.S. will mimic the racial continuum in the Americas. The racial 
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continuum in Latin America is largely based on skin color, and is often referred to as a 
pigmentocracy. Bonilla-Silva argues that the racial hierarchy in the U.S. will move from the 
black-white binary to a tri-racial stratum where Whites are at the top, honorary Whites (e.g., 
lighter-skinned Latinos/as) are in the middle, and Collective Blacks (e.g., NH Blacks and darker-
skinned Latinos/as) are at the bottom. In his theory, he argues that skin color will gain relevance 
in racial dynamics in the U.S. (2004), and his view has substantial support among race scholars 
(Alba 2009; Alba and Nee 2003; Daniel 2010; Herring 2002; Murguia and Telles 1996; Roth 
2012; Sue 2013; Telles and Murguia 1990). Support for his thesis also stems from the fact that 
differential outcomes based on skin tone have been observed in other racial groups such as NH 
Blacks (Gullickson 2005; Herring 2002; Hill 2000; Hughes and Hertel 1990; Keith & Herring 
1991). Along the same lines, I use this theory because it allows me to draw a distinction between 
White and Black Mexicans. In other words, if the U.S. is indeed moving towards a 
pigmentocracy, there should also be differences in the health outcomes among Mexicans who 
self-identify as White, Black or Other.  
Bonilla-Silva’s theory has received some criticisms. Sue (2009) argues that there is no 
consensus on the nature of racial dynamics in Latin America because, as previously mentioned, 
most of the scholarship on race in Latin America has been produced in Afro-Latin America in 
Brazil and in the Spanish-speaking Caribbean (Cuba, Dominican Republic and Puerto Rico), but 
race relations in mestizo Latin America have remained largely understudied (Sue 2009; 2013). 
Thus, producing a theory based on those dynamics seems premature (Sue 2013). Murguia and 
Saenz (2002) have also criticized Bonilla-Silva arguing that the U.S. is already a tri-racial system 
in which individuals are allowed to move from the bottom of the social and economic hierarchy 
to an intermediate category between White and Black, especially in the case of immigrants. 
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Finally, other scholars argue that non-Hispanic whites do not consider light-skinned Latinos/as 
as white based on other identifiers such as surname, language proficiency, and accents, thus 
seeming ill-fitted to label them as honorary Whites (Cobas et al. 2015; Feagin and Cobas 2015).  
I have incorporated the literature on racial health disparities, the epidemiological paradox 
and the Latin Americanization thesis and offer a modified version of the Latin Americanization 
thesis (see figure 1). I categorize monoracial and ethnoracial groups in a four-stratum racial 
order: Whites (Whites), honorary Whites (White Mexicans), ethnic Blacks (Black Mexicans), 
and collective Blacks (Blacks). I add an intermediate category between honorary Whites and 
collective Blacks because I expect Black Mexicans to be able to reap some of the health 
advantages of the Latino epidemiological paradox, but not to the same extent as White Mexicans. 
I expect White Mexicans to benefit from their near-white status as posited in the Latin 
Americanization thesis.  
In this chapter, I have reviewed the major bodies of literature relevant to the research I 
will undertake in this dissertation. In the next chapter, I will outline the methodology I will use in 
my research. I will discuss the data, and the outcome and independent variables, as well as the 
statistical tools I will employ in carrying out the analyses.  
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CHAPTER III  
HYPOTHESES, METHODS AND DATA 
In this chapter, I first review the basic hypotheses I will be testing in my dissertation. 
Then I discuss the data and the sample. I next focus on a specification of the independent 
variables and dependent variables. I end the chapter with a discussion of the statistical methods I 
will employ. 
 
Hypotheses 
In this dissertation, I investigate the synchronous effects of race and ethnicity on various 
health outcomes for Mexican respondents who identify racially as White, Black or Other. 
Bridging the literature on racial health disparities and the Latino epidemiological paradox and 
using the Latin Americanization thesis as theoretical framework, my major hypotheses are as 
follows: 
H1: White Mexicans have better health outcomes than Non-Hispanic (NH) Whites.  
H2: White Mexicans have better health outcomes than NH Blacks.  
H3: Black Mexicans have poorer health outcomes than NH Whites. 
H4: Black Mexicans have better health outcomes than NH Blacks. 
H5: Black Mexicans have poorer health outcomes than White Mexicans. 
H6: Other Mexicans have better health outcomes than NH Whites.  
H7: Other Mexicans have better health outcomes than NH Blacks. 
 
 
 
 41 
 
Data and Sample 
I will use data from the 2000 to the 2016 waves of the National Health Interview Survey 
(NHIS). The main purpose of the NHIS is to collect data on a broad range of health topics in 
order to monitor the health trends of the U.S. population. It is a cross-sectional household 
interview survey administered by the National Center for Health Statistics (NCHS) which is part 
of the Centers for Control Disease and Prevention (CDC). The survey began in 1957 after the 
passing of the National Health Survey Act of 1956. The contents of the NHIS are updated every 
ten to fifteen years. A major revision was field tested in 1996 and implemented in 1997 (Center 
for Disease Control and Prevention 2017).  
The sampling and interviewing for the NHIS are continuous throughout each year. It 
follows a multistage area probability design that allows for the selection of a representative 
sample of households and noninstitutionalized group quarters. The sampling plan undergoes 
revisions every ten years after the decennial census. The current sample design and the one 
before (from 2006-2015) are very similar, and both consist of a sample of clusters of addresses in 
a primary sampling unit (PSU). A PSU is either a county, a small group of contiguous counties, 
or a metropolitan statistical area (MSA). The current household sample design does not 
oversample any race or ethnic groups. But in the adult sample, Blacks, Latinos/as and Asian 
Americans over 65 years old have a higher probability of selection. The sample size each year is 
approximately 35,000 households and 87,500 individuals. The data are collected through 
interviews conducted by approximately 600 individuals employed and trained by the U.S. 
Census Bureau and also through computer assisted personal interviewing (Center for Disease 
Control and Prevention 2017). Waves from 2000 to 2016 are used in order to increase the size of 
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my subsample of Mexican Americans. The final sample is 1,002,351 adult respondents, and the 
subsample consists of 146,009 Mexican American adults.  
The redesigns of the NHIS include changes in variable names and question wording. In 
order to provide consistency across years, I specifically use the Integrated Public Use Microdata 
Series (IPUMS) Health Surveys, formerly known as the Integrated Health Interview Survey 
(IHIS), a harmonized version of the NHIS prepared by the Minnesota Population Center (Blewett 
et al. 2016). 
 
Variables of Interest 
Outcome Variables 
In my dissertation I have eight distinct dependent variables. The first one is asthma, 
coded 0 for no and 1 for yes. This variable identifies respondents who have been diagnosed with 
any type of asthma, including smoker’s asthma, bronchial asthma, and allergic asthma. The 
original survey question reads, "Have you ever been told by a doctor or other health professional 
that you had asthma?”  
The second outcome variable identified individuals who have been diagnosed with cancer 
by a health professional. For the survey purposes, cancer is defined as "diseases in which 
abnormal cells divide without control. Cancer cells can invade nearby tissue and can spread 
through the bloodstream and lymphatic system to other parts of the body" (Blewett et al. 2016). 
Cancer is coded 0 for no and 1 for yes.  
The third dependent variable is chronic illness. This is a composite measure that 
measures if respondents have been diagnosed with any chronic condition including angina, 
arthritis, asthma, cancer, coronary heart disease, congenital heart disease, diabetes, emphysema, 
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heart disease, hypertension, kidney disease, liver disease and/or has had a stroke. Respondents 
are coded as 1 (yes) if they have been diagnosed by a medical professional with any of the 
aforementioned conditions and 0 if not.  
The next dependent variable is distress, also coded 0 for no and 1 for yes. This measure 
was constructed based on a series of six variables. These six variables ask individuals how often 
they have felt that everything is an effort, felt hopeless, nervous, restless, sad and/or worthless, 
during the past 30 days. The attributes for these six variables are none of the time (0), a little of 
the time (1), some of the time (2), most of the time (3) and all the time (4). These responses can 
be added as a scale to measure nonspecific psychological distress with scores ranging from 0 to 
24. This scale was developed by Ronald C. Kessler and it is known as the Kessler 6 Scale (K6) 
(Kessler et al. 2002; 2003). According to Kessler, individuals with a score of 13 or greater are 
likely to be experiencing severe mental illness (Kessler et al. 2003). Therefore, I built the scale 
and then dichotomized it and coded respondents as 1 if their score was 13 and over. Those with a 
score of 12 and under received a 0. This variable was dichotomized to differentiate between 
respondents who are experiencing severe mental illness and those who show milder symptoms of 
psychological distress.  
The next two outcome variables are heart disease and liver disease. They are coded 0 for 
no and 1 for yes. The heart disease variable identifies respondents who have been diagnosed as 
having a heart condition or disease such as heart failure, chronic heart condition, rheumatic heart 
disease, and atrial or mitral valve disease damage. Similarly, the liver disease variable identified 
respondents who have been diagnosed with any kind of liver disease.  
The next dependent variable is self-rated health, a dichotomous variable recoded from its 
original categories (excellent, very good, good, fair and poor) into two categories, coded 0 for 
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excellent, very good and good health, and 1 for fair and poor health. This recoding procedure is 
based on previous studies of self-rated health (Acevedo-Garcia et al. 2010; Idler and Benyamini 
1997; Subramanian et al. 2005). Some research argues that Latinos, especially the foreign-born, 
have higher rates of poor self-rated health due to translation issues in surveys and differences in 
cultural interpretations of illness (Bzostek et al. 2007; Franzini and Fernandez-Esquer 2004; 
Shetterly et al. 1996). However, recent research has found that language of interview does not 
affect the odds of reporting poor or fair health among Mexicans when compared to other Latino 
subgroups (Santos-Lozada and Martinez 2017). 
Lastly, the outcome diabetes identified respondents who have been diagnosed with this 
illness. It is coded 0 for no and 1 for yes. This outcome has been included due to the high 
prevalence rates of diabetes in the Mexican American population.  
 
Independent Variables 
For the main independent variable of race/ethnicity, I classify individuals into mutually 
exclusive racial and ethnic groups where the non-Hispanic racial groups are Whites (N= 
700,510) and NH Blacks (N= 155,832). Those who “ethnically” identify as Hispanic or Latino of 
Mexican origin are divided into three racial groups, White Mexicans (N= 137,688), Black 
Mexicans (N= 1,913), and Other Mexicans (N= 6,408). These five groups are entered into the 
regression models as dichotomous variables, leaving one of them out as a reference category. 
Sequential models will first be estimated using NH Whites as reference category. Then, full 
models with all predictors will be estimated using the other four groups as reference.  
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Control Variables  
Furthermore, I control for nativity and length of residency and classify them in four 
categories, 1) US born, 2) foreign-born who have been in the US for less than five years, 3) 
foreign-born who have resided in the US for five to fourteen years and 4) foreign-born who have 
lived in the US for fifteen years or more. These are entered into the regression models as 
dichotomous variables using US born as the reference category. The next control variable is 
language of interview classified as 1) English (reference), 2) Spanish and 3) Bilingual in English 
and Spanish. Gender (or female) is coded 0 for males and 1 for females. Age is a continuous 
variable ranging from 18 to 85. Educational attainment is measured using four dummy variables: 
less than high school, high school, some college, and bachelor’s degree and above (reference 
group). Employment is measured as 0 for unemployed and 1 for employed. Marital status is 
coded 0 for non-married and 1 for married. Family size is a continuous variable ranging from 1 
to 25. I also include in the models a measure of health behavior, current smoking, coded 0 for no 
and 1 for yes. The last control variable is year of interview.  
 
Statistical Analysis and Software 
Owing to the dichotomous nature of each of the eight dependent variables, I will estimate 
binomial logistic regression models. This procedure predicts the log odds that respondents will 
be in one of the two categories of the dichotomous dependent variable (Treiman 2009:302). In 
logistic regression, the coefficients for the independent variables “are analogous to OLS 
regression coefficients, and the dependent variable is the natural log of the expected odds of 
being in category 1 of the dependent variable rather than in category 2, conditional on the values 
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of the independent variables” (Treiman 2009:303). Logistic regression is another case of the 
general linear model, and it uses maximum likelihood estimation with the main principle being 
to “maximize the likelihood of observing the sample data” (Treiman 2009:303).  
I estimated a set of regression models for each of the eight outcome variables using non-
Hispanic whites as reference category of the independent variable of race/ethnicity. I estimate 
successive models adding one predictor at a time (tables 2, 4, 6, 8, 10, 12 and 14). Then, I 
estimated full models, with all predictors, alternating the reference group (tables 3, 5, 7, 9, 11, 13 
and 15). The results will be discussed in the next chapter.  
In terms of software, I used StataIC 15 logit and logistic commands (StataCorp 2017). 
The logistic command generates outputs providing odds ratios rather than coefficients. The odds 
ratios or antilogs of the coefficients allow for a more intuitive interpretation. Using odds ratios, a 
one unit change in the independent variable results in an increase or decrease in the relative odds 
of the outcome, net of all other variables (Treiman 2009:311). Prior to estimating the models, I 
used the survey (svy) estimation procedures in Stata to account for the multistage probability 
design of the sample that was used to collect the NHIS data. Regular Stata procedures assume 
that survey data were collected through a random sampling procedure where every member of 
the population has an equal chance of being selected. However, in a multistage probability 
sample, the units and subunits are randomly sampled, hence the observations are clustered. 
Within-cluster variances tend to be smaller than the variances across the population because 
subunits tend to be fairly homogeneous in terms of social and demographic characteristics. Any 
estimations undertaken under the assumption that the data were collected through a random 
sample tend to produce smaller standard errors. Therefore, I accounted for variance within and 
between clusters using the survey estimation procedures in Stata (Treiman 2009:207). Then, I 
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used the post-estimation command svylogitgof developed by Archer et al. (2007) to assess model 
fit.  
In this chapter, I outlined the hypotheses I will be testing in this dissertation. I also 
described the data, sample and statistical procedures I will be employing. In the next chapter, I 
will present the results of the empirical analyses mentioned above.  
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CHAPTER IV 
RESULTS 
I have estimated a series of regression models for each of the eight outcome variables. 
My major focus is the effect of my principal independent variable (race/ethnicity) on the 
outcome variables, and I first used non-Hispanic whites as the reference group. For these models, 
presented in the even numbered tables, I used binary logistic regression to estimate my models, 
adding one independent variable at a time. Then, I estimated the full models, with all predictors, 
alternating the reference group; these findings are presented in the odds numbered tables with the 
exception of Table 1. Table 1 presents the percentage distributions, means and standard 
deviations of the sample respondents by monoracial and ethnoracial groups across predictors.  
All binary logistic regression models were assessed for goodness of fit and there was no 
evidence of lack of fit in any of the estimations. Before examining the results of the several 
binomial logistic regression models, I will discuss the percentage distributions of the variables of 
interest. I present these in Table 1 divided by monoracial and ethnoracial groups. The monoracial 
groups are Non-Hispanic (NH) Whites (N= 700,510), and Non-Hispanic (NH) NH Blacks (N= 
155,832). The ethnoracial groups are White Mexicans (N= 137,688), Black Mexicans (N= 
1,913), and Other Mexicans (N= 6,408).  
NH Blacks have the highest proportion of individuals with asthma (13.01%), chronic 
illness (48.81%), diabetes (11.21%) and poor or fair self-rated health (18.08%). NH Whites have 
the highest proportion of respondents with cancer (9.84%) and heart disease (8.65%). Black 
Mexicans have the highest proportion of liver disease (2.09%) and Other Mexicans have the 
highest proportion of individuals with psychological distress (3.56%). The vast majority of NH 
Whites and Blacks were born in the U.S., 95.23% and 89.14% respectively. Among Mexicans, 
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Other Mexicans have the highest proportion of immigrants in the less than 5 and 5-14 years of 
residency in the U.S., 12.36% and 21.85%. White Mexicans have the highest proportion of long 
term immigrants with 31.08% of respondents in the 15 years and over category. A larger share of 
Black Mexicans answered the NHIS questionnaire in English, 70.26%, compared to 58.06 to 
58.21% for White and Other Mexicans. A quarter of White and Other Mexicans answered the 
survey in Spanish. NH Blacks and Black Mexicans had the highest proportions of females with 
55.24% and 52.84%, respectively. The youngest group is Black Mexicans with a mean age of 
35.49 and the oldest is NH Whites with a mean age of 47.98. The Mexican groups’ average age 
is in the mid to late thirties, while NH Whites and Blacks are in their mid to late 40s. Other 
Mexicans have the highest proportion of individuals with less than a high school education 
(50.82%), while NH Blacks have the highest proportions of individuals with completed high 
school and some college (30.93% and 32.64%). NH Whites have the largest percentage of 
respondents with a bachelor’s degree and more (30.32%). Interestingly, among Mexicans, Black 
Mexicans have the largest percentage of respondents with some college (30.02%) while White 
Mexicans have the largest share of those with completed college degrees among the Mexican 
ethnoracial groups (8.08%). Black and Other Mexicans have the largest shares of employed 
respondents, 68.83% and 71.01%. Only 42.29% of the NH Blacks are married compared to 62 to 
71% in all the other groups. NH Whites have the smallest families of all groups with an average 
size of 2.61, while the average family size of the Mexican groups ranges from 3.68 to 4.09. All 
Mexican groups, but particularly White Mexicans (13.31%), smoke at a lower rate than NH 
Whites and Blacks.  
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Asthma 
 In Table 2, I present the sequential models for asthma. I have exponentiated the logit 
coefficients and present them in the tables as odds ratios. NH Whites are used as the reference 
category for the race/ethnicity comparisons. In the baseline model, for both NH Blacks and 
Black Mexicans the odds of having been diagnosed with asthma are 9% higher, compared to NH 
Whites (but only statistically significant for NH Blacks); they are 43% lower for White Mexicans 
and 65% lower for Other Mexicans, compared to NH Whites. In the final model, with all of the 
predictors, the odds of having asthma are 18% and 35% lower for White Mexicans and for Other 
Mexicans, respectively. On the other hand the odds of having asthma are 2% higher for NH 
Blacks and 23% higher for Black Mexicans, respectively, compared to NH Whites. Although 
these last two effects are not statistically significant, Black Mexicans do not show a health 
advantage compared to NH Whites with respect to asthma, as do their White Mexican and Other 
Mexican counterparts.  
When White Mexicans are the reference group (see Table 3), other things being equal, 
the odds of being diagnosed with asthma is 51% higher for Black Mexicans. When the Other 
Mexicans group is used as the reference group, the odds of asthma are 89% higher for Black 
Mexicans; these last two effects are statistically significant (p. <0.05). Thus, for this particular 
outcome of asthma, Black Mexicans are significantly disadvantaged compared to White 
Mexicans and to Other Mexicans.  
 All foreign born respondents are less likely to have been diagnosed with asthma, 
compared to U.S. born respondents. The immigrant advantage is greater for those with less than 
5 years of U.S. residency and for those who have lived in the U.S. for 5 to 14 years. For these 
two groups, the odds of being diagnosed with asthma are 66% and 63% lower, respectively, 
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other things being equal. For those with 15 and more years of residency in the U.S., the odds of 
having asthma are 43% lower; all of these effects are statistically significant (p. <0.01).  
Along the same lines, for those who answered the survey in Spanish or in the bilingual 
version of English/Spanish, their odds of having been diagnosed with asthma are 48% and 40% 
lower than those who answered the questionnaire in English (p. <0.01), ceteris paribus. For 
females, the odds are 33% higher relative to males (p. <0.01). In terms of age, every one year 
increase in age decreases the odds of being diagnosed with asthma by 2% (p. <0.01). 
Respondents with less than a high school education and those with some college have 9% and 
7% higher odds of having been diagnosed with asthma, respectively, in relation to those with a 
bachelor’s degree and more (p. <0.01). Those who smoke have 10% higher odds of having been 
diagnosed with asthma compared to those who do not smoke (p. <0.01). Employed and married 
respondents have respectively 27% and 10% lower odds of this outcome (p. <0.01) compared to 
the unemployed and unmarried. In summary, all the independent variables related to nativity and 
length of residency, language, schooling as well as other sociodemographic variables behaved in 
expected ways.  
 
Cancer 
The odds of being diagnosed with cancer for NH Blacks, White Mexicans and Other 
Mexicans are 51%, 48%, and 57% lower, respectively, when compared to NH Whites, other 
things being equal (p. <0.01) (Table 4-5). The odds for Black Mexicans are 28% lower but this 
effect is not statistically significant. Therefore, Black Mexicans do not appear to have a 
statistically significant advantage over NH Whites, as all the other groups do.  
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All foreign born groups and those who answered the survey in Spanish or answered the 
bilingual version have statistically significant lower odds of having been diagnosed with cancer 
relative to the U.S. born and to those who answered the survey in English. The odds of cancer 
are 15% higher for females relative to males, and they increase by 5% with every one year 
increase of age (p. <0.01). The odds of having been diagnosed with cancer are also 22% higher 
for those who are married compared to the unmarried and 16% higher for smokers in relation to 
non-smokers (p. <0.01). Every one person increase in family size decreases the odds of being 
diagnosed with cancer by 4% (p. <0.01). The odds of cancer are 27% lower for those who are 
employed compared to the unemployed (p. <0.01). One interesting finding in these models is that 
those with less than high school, high school or some college have odds of cancer that are 29%, 
24% and 10% lower than those with a bachelor’s degree or above (p. <0.01). From the health 
literature, we know that higher levels of education are predictive of better health outcomes than 
lower levels of education. For this particular outcome, those with less than a bachelor’s degree 
seem to have a relative advantage over the more educated respondents. Here there could be an 
issue of under diagnosis because this advantage only shows in the analysis for having received a 
cancer diagnosis. Since the survey questions ask individuals if they have been diagnosed by a 
health professional, respondents with lower levels of education, who are more likely to be 
uninsured or underinsured, might not undergo regular cancer screenings thus reporting lower 
levels of cancer diagnosis than more educated respondents who are more likely to be insured.  
 
Chronic Illness 
 In the baseline model for chronic illness (Table 6), all Mexican groups have a statistically 
significant advantage over NH Whites. Compared to NH Whites, White Mexicans, Black 
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Mexicans and Other Mexicans all have lower odds of being diagnosed with a chronic illness (p. 
<0.01). Other Mexicans have the largest advantage as their odds are 68% lower than those of NH 
Whites. Once all predictors have been entered in the model, White Mexicans and Other 
Mexicans retain a slight advantage over NH Whites; their respective odds of having been 
diagnosed with a chronic condition are 11% and 18% lower than the odds of the reference group 
(p. <0.05). In the full model, for Black Mexicans the odds of having been diagnosed with a 
chronic illness are 8% higher relative to NH Whites, albeit this is not statistically significant. 
Again, Black Mexicans do not share a health advantage with their Mexican counterparts who 
identify racially as White or Other. For NH Blacks the odds are 26% higher compared to NH 
Whites (p. <0.01).  
When using NH Blacks as the reference group (Table 7), all groups except Black 
Mexicans have statistically significant lower odds of having been diagnosed with a chronic 
illness. Compared to White Mexicans and Other Mexicans, both NH Whites and Blacks have 
statistically significant higher odds of having received a chronic illness diagnosis but this 
disadvantage is greater relative to Other Mexicans. For Black Mexicans, when the reference 
groups are White Mexicans and Other Mexicans, their odds of having been diagnosed with a 
chronic illness are 20% and 31% higher, the latter being marginally significant (p. <0.1).  
The odds of having been diagnosed with a chronic illness are lower for all foreign born 
individuals in the full model (Table 6) from 58% lower odds for the most recent immigrants to 
33% lower odds for long term immigrants, relative to the U.S. born (p. <0.01). Similarly, those 
who answered the survey in the Spanish (.82) or bilingual (.79) versions are less likely to have 
been diagnosed with a chronic illness compared to those who answered in English (p. <0.01). For 
the employed and married, the odds of a chronic illness are 35% and 4% lower, respectively, in 
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relation to the unemployed and unmarried (p. <0.01). Every one person increase in family size 
reduces the odds of having been diagnosed with a chronic illness by 2% (p. <0.01), while every 
one year increase in age increases the odds of having a chronic illness by 5% (p. <0.01). The 
odds for this outcome are 7% higher for smokers, relative to non-smokers (p. <0.01). All groups 
with less than a bachelor’s degree also have higher odds of being diagnosed with a chronic 
illness, compared to those with a bachelor’s degree and more, all things equal, and all these 
effects are statistically significant.  
 
Distress 
 The odds of meeting the criteria for extreme psychological distress are 12% and 14% 
lower for NH Blacks and White Mexicans compared to NH Whites, and both of these effects are 
statistically significant (see Table 8). The odds of distress for Black Mexicans are 16% lower and 
for Other Mexicans are 22% higher, compared to NH Whites; however these effects are not 
statistically significant. In reference to NH Blacks and White Mexicans, the odds of distress are 
39% and 41% higher for Other Mexicans (p. <0.05) (see Table 9). Other Mexicans seem to be 
particularly disadvantaged.  
The odds of distress are 42% lower for immigrants with less than five years of U.S. 
residency and 35% lower for those who have lived in the US for 5-14 years compared to the U.S. 
born (p. <0.01) (Table 8). The odds are 71% lower for the employed in relation to the 
unemployed, and 23% lower for the married compared to the unmarried, both effects statistically 
significant. The odds of being distressed are also reduced by 4% with every one person increase 
in family size and by 1% with every one year increase in age (p. <0.01). For bilingual 
interviewees (1.23), females (1.37), smokers (2.66), and those with less than a bachelor’s degree 
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(3.29; 2.22; 1.92), the odds of distress are significantly higher (p. <0.01) in comparison to 
English interviewees, males, non-smokers and those with a bachelor’s degree or more.  
 
Heart Disease 
 All the race-ethnic groups have statistically significant lower odds of having been 
diagnosed with heart disease compared to NH Whites. Black Mexicans have the largest 
advantage; their odds are 61% lower in the full model, all things equal (see Table 10). When NH 
Blacks are the reference category (Table 11), the odds of having been diagnosed with heart 
disease are 22% lower for White Mexicans (p. <0.01), 39% lower for Other Mexicans (p. <0.05) 
and 49% lower for Black Mexicans; however, the advantage of Black Mexicans is not 
statistically significant.  
 In the full model (Table 10), all immigrants groups have lower odds of having been 
diagnosed with heart disease in relation to the U.S. born; the advantage is greater for the most 
recent immigrants (p. <0.01). Similarly, for those who answered the survey in Spanish, their 
odds of heart disease are 21% lower compared to those who answered in English (p.<0.05). 
Females (.95; p. <0.05), the employed (.60; p. <0.01) and the married (.96; p. <0.05) also have 
also lower odds of having been diagnosed with a heart condition compared to males, the 
unemployed and the unmarried. The odds of heart disease increase by 3% with every one year 
increase in age (p. <0.01). Compared to those with a bachelor’s degree, the odds of heart disease 
are 13% higher for those with less than high school and 11% higher for those with some college 
(p. <0.01). The odds are 5% higher for smokers compared to non-smokers (all p. <0.01).  
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Liver Disease 
 Compared to NH Whites, in the full model, all the Mexican ethnoracial groups are 
significantly more likely to have been diagnosed with liver disease (Table 12). Black Mexicans’ 
odds of having liver disease are 2.16 times as high as the odds for NH Whites. The odds of liver 
disease are also 41% higher for White Mexicans and 64% higher for other Mexicans, all things 
equal. Compared to NH Blacks (Table 13), the odds of having liver disease are 84% higher for 
White Mexicans, 183% higher for Black Mexicans and 115% higher for Other Mexicans (p. 
<0.05). Thus, Black Mexicans and Other Mexicans are considerably more disadvantaged than 
NH Blacks in respect to liver disease.  
 The odds of having been diagnosed with liver disease are 39% lower for the foreign born 
with less than five years of residing in the U.S. and 37% lower for those who are foreign born 
and have lived in the U.S. for 5 to 14 years (p. <0.05) relative to the U.S. born (Table 12). For 
those who are employed, the odds of liver disease are 55% lower compared to the unemployed 
(p. <0.01). The odds decrease by 6% with every one person increase in family size (p. <0.05). 
For respondents with less than a bachelor’s degree, the odds are 21 to 38% higher compared to 
those with a bachelor’s degree or higher. The odds of having been diagnosed with liver disease 
are also 78% higher for smokers in relation to non-smokers.  
 
Self-Rated Health 
 The next dependent variable is self-rated health. Here I am estimating models predicting 
the probability of respondents rating their health as fair or poor. My analyses indicate that all 
groups have a statistically significant disadvantage, compared to NH Whites in the model with 
all predictors (Table 14). The odds of being in fair/poor health are 71% higher for NH Blacks, 
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29% higher for White Mexicans, 42% higher for Black Mexicans and 31% higher for Other 
Mexicans, all things equal (p <0.05). When the reference group is NH Blacks (Table 15), the 
odds of White Mexicans and Other Mexicans of having rated their health as fair or poor are 25% 
and 24% lower (p. <0.01). The odds of poor/fair health are 17% lower for Black Mexicans 
compared to NH Blacks, but this effect is not statistically significant.  
The odds of having rated their health as poor or fair are lower for all foreign born groups. 
Their odds are 64%, 47%, and 10% lower in relation to the U.S. born (p. <0.05). The immigrant 
advantage in self-rated health decreases as length of residency in the U.S. increases. The odds of 
poor/fair health are 6% lower for females, 71% lower for the employed and 10% lower for the 
married (.90) relative to males, the unemployed and the unmarried respectively (p. <0.01). The 
odds of having rated their health as fair or poor are 44% higher for those who answered the 
survey in Spanish compared to those who answered in English (p. <0.01) which might denote a 
translation issue with the question wording documented in previous research (Bzostek et al. 
2007; Franzini and Fernandez-Esquer 2004; Shetterly et al. 1996). The odds are also higher for 
those with less than a high school education (4.11), those with completed high school (2.44) and 
those with some college (1.97) compared to those with a bachelor’s degree or higher (p. <0.01). 
Smokers have odds that are 86% higher compared to non-smokers (p. <0.01). The odds increase 
by 2% with each one year increase in age (p. <0.01).  
 
Diabetes 
 Diabetes is the final dependent variable investigated. All groups are disadvantaged in 
relation to NH Whites for this outcome (Table 16). In the full model, the odds of being diabetic 
are 92% higher for NH Blacks, 78% higher for White Mexicans, and 82% higher for Other 
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Mexicans (p. <0.01). The odds for Black Mexicans are 39% higher but this is marginally to non-
significant (p. <0.1). All foreign born groups have lower odds of being diagnosed with diabetes 
in relation to the U.S. born. However, those who have lived in the United States for 15 years or 
more have a smaller advantage compared to more recent immigrants. The odds of being diabetic 
are 21% lower for females, 35% lower for the employed and 5% lower for those who smoke (p. 
<0.05) compared to their respective reference categories. The odds of diabetes increase by 4% 
with every one year increase in age (p. <0.01). Those with less than a college degree are 
disadvantaged in relation to those with a college degree. For instance, the odds are 89% higher 
for those with less than high school and 58% higher for those with a high school education (p. 
<0.01). The odds of diabetes are also 10% higher for married individuals compared to the 
unmarried (p. <0.01). Mexicans have an advantage for this outcome when compared to NH 
Blacks (Table 17). However, this is only statistically significant for White Mexicans whose odds 
of being diabetic are 7% lower than NH Blacks (p. <0.05).  
In this chapter, I summarized the main findings of the empirical analysis for each of the 
eight outcomes of interest. In the next chapter, I discuss these findings vis-à-vis the hypotheses 
presented in chapter 3 considering the literature that I reviewed in chapter 2. In the next chapter, 
I will also discuss some of the limitations of the research I have undertaken in this dissertation. 
Finally, I will also present some concluding thoughts about my plans for continuing this research 
in the future.  
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CHAPTER V  
DISCUSSION AND CONCLUSIONS  
 In the preceding chapter I reviewed my dissertation findings of the empirical analysis of 
the effect of race and ethnicity on eight different health outcomes. In this chapter, I will discuss 
those findings vis-à-vis the hypotheses I proposed in Chapter 3. I will review each research 
hypothesis and then discuss how the empirical findings do or do not support them. In order to 
ease the discussion, I have graphed the percentage change in odds ratios for the outcomes 
comparing groups for each specific hypothesis and I will be referring to these figures (2-8) 
throughout this chapter. Allow me now to first l restate my initial hypotheses; they are as 
follows:  
H1: Other things equal, White Mexicans will have better health outcomes than Non-
Hispanic (NH) Whites.  
H2: Other things equal, White Mexicans will have better health outcomes than NH 
Blacks.  
H3: Other things equal, Black Mexicans will have poorer health outcomes than NH 
Whites. 
H4: Other things equal, Black Mexicans will have better health outcomes than NH 
Blacks. 
H5: Other things equal, Black Mexicans will have poorer health outcomes than White 
Mexicans. 
H6: Other things equal, Other Mexicans will have better health outcomes than NH 
Whites.  
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H7: Other things equal, Other Mexicans will have better health outcomes than NH 
Blacks. 
 
White Mexicans Will Have Better Health Outcomes than NH Whites 
Based on the Latino Epidemiological Paradox (Markides and Coreil 1986; Markides and 
Eschbach 2005), I hypothesized that White Mexicans would have better health outcomes than 
NH Whites. This hypothesis was confirmed with respect to five of the eight outcomes analyzed. 
White Mexicans are significantly less likely to be diagnosed with asthma, cancer, any chronic 
illness, distress and heart disease (fig. 2). However, for three of the outcomes, White Mexicans 
appear to have worse outcomes than NH Whites. White Mexicans are more likely to be 
diagnosed with liver disease, diabetes, and are more likely to self-rate their health as poor or fair.  
Previous literature on the Latino Paradox supports my findings with regard to self-rated 
health, and diabetes. Latinos/as tend to rate their health poorer than non-Hispanic Whites and the 
disparities are larger for Mexicans and Puerto Ricans (Franzini and Fernandez-Esquer 2004). 
The disparity can be partially explained by translation issues and different cultural interpretations 
of what it means to be in good health (Bzostek et al. 2007; Franzini and Fernandez-Esquer 2004; 
Shetterly et al. 1996). For instance, Markides et al. (1997) argue that older Mexican Americans 
are more pessimistic about their health than NH Whites and tend to rate their health poorer than 
it actually is because they tend to have more negative consequences due to illness owing to their 
low socioeconomic status. In other words, impairment, the cost of health care and other issues 
related to being in poor health tend to cause a greater burden if economic resources are limited.  
It has also been documented that Mexican Americans have high rates of disability due to 
elevated rates of obesity, diabetes and low-levels of physical activity (Markides et al. 1997; 
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Rudkin et al. 1997; Wu et al. 2003). Despite their high-risk cardiovascular disease profile, they 
have lower prevalence of coronary artery disease, non-coronary atherosclerosis and peripheral 
arterial disease (Forbang et al. 2014). These findings are also supported in my data. I showed that 
all Mexican ethnoracial groups are less likely to be diagnosed with heart disease.  
The high rates of diabetes, obesity, and metabolic syndrome among Mexican Americans 
also explain the very elevated risk of liver disease observed in my findings. Other risk factors for 
liver disease in this population include heavy/binge drinking and elevated aminotransferase 
activity among Mexican American men (Flores et al 2008).  
The findings in self-rated health and metabolic diseases like diabetes and liver disease 
among Latino subgroups (i.e. Mexican Americans) are paradoxical elements within the Latino 
Paradox. In other words, although still advantaged in mortality and many health outcomes, 
Mexicans tend to rate their health poorer and have a high risk of metabolic diseases.  
 
White Mexicans Will Have Better Health Outcomes than NH Blacks  
 Based on both the Latino Paradox and the Latin Americanization Thesis, I hypothesized 
that White Mexicans would have better health outcomes than NH Blacks due to the intersection 
of their ethnic and “near-White” statuses. This hypothesis is supported. I showed that NH Blacks 
only have a health advantage in relation to White Mexicans for cancer and liver disease (figure 
3). The White Mexican disadvantage is small and statistically insignificant for cancer, but it is 
substantial and statistically significant for liver disease. 
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Black Mexicans Will Have Poorer Health Outcomes than NH Whites 
 Black Mexicans are more likely than NH Whites to be diagnosed with asthma, chronic 
illness, liver disease, diabetes and to rate their health as fair or poor (figure 4). The results with 
respect to liver disease and self-rated health are statistically significant. The disadvantage in liver 
disease is more pronounced among Black Mexicans than among the other two Mexican 
ethnoracial groups. This result could be explained in part by their double minority status as Black 
and Mexican. Both NH Blacks and Mexicans share similar risk factors for liver disease (Flores et 
al 2008). Moreover, a higher exposure to discrimination has been associated with higher levels of 
alcohol consumption as a coping mechanism. Discrimination can affect health by affecting 
health behaviors, and alcohol consumption has been positively associated with discrimination 
(Yen et al. 1999).  
Black Mexicans only have a statistically significant advantage over NH Whites with 
respect to heart disease. For cancer and distress, their advantage is not significant. Thus, this 
hypothesis is partially supported. In other words, Black Mexicans do not seem to benefit from 
the advantages suggested by the Latino Paradox to the same extent as White Mexicans do. 
Moreover, their health outcomes seem to also be influenced by race. That is, their outcomes 
might be closer to those of NH Blacks than to White Mexicans.  
 
Black Mexicans Will Have Better Health Outcomes than NH Blacks 
Black Mexicans were shown to have a health advantage over NH Blacks with regard to 
chronic illness, distress, heart disease, liver disease, self-rated health, and diabetes (figure 5). 
However, none of these advantages are statistically significant. Thus, this hypothesis is not 
supported. Furthermore, Black Mexicans are more likely to be diagnosed with asthma, cancer 
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and liver disease, the latter effect being statistically significant. In summary, Black Mexicans do 
not seem to be able to capitalize on their ethnic advantage to achieve a better health status than 
NH Blacks as White Mexicans do (see hypotheses 1-2).  
 
Black Mexicans Will Have Poorer Health Outcomes than White Mexicans 
 Black Mexicans compared to White Mexicans are more likely to be diagnosed with 
asthma, cancer, any chronic illness, liver disease and are more likely to rate their health as fair or 
poor (figure 6). This effect is statistically significant for asthma. The overall disadvantage in 
asthma among the Black Mexican population is particularly interesting. Mexican Americans 
have the lowest rate of asthma among all Latino subgroups (Holguin et al. 2005) despite the fact 
that 80% of Latinos/as in the U.S. live in communities failing to meet at least one Environmental 
Protection Agency air-quality standard (Wernette and Nieves 1992). Also, predominantly Latino 
counties have been shown to have elevated rates of air pollution (English et al. 1998). Why then 
are Black Mexicans disadvantaged compared to White Mexicans (and also in reference to NH 
Whites and Blacks, albeit non-significantly)? Again, their status as both Black and Mexican 
might put them at higher risk of this particular outcome. As Mexicans, they already live in 
polluted environments and being Black puts them at a higher risk of a myriad of factors that 
contribute to asthma such as premature birth, passive smoking and substandard housing 
(Schwartz et al. 1990; Weitzman et al. 1990).  
Thus, this hypothesis is only partially supported. Black Mexicans do not share all the 
“ethnic” benefits of their White Mexican counterparts. Their health outcomes seem to be 
influenced by the different mechanisms of race that produce poor health – see my earlier 
discussion in chapter 2.  
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Other Mexicans Will Have Better Health Outcomes than NH Whites  
 Based on the Latino Paradox, I expected Other Mexicans to have better health outcomes 
than NH Whites. This hypothesis has been confirmed (figure 7). I reported that Other Mexicans 
are significantly less likely to be diagnosed with asthma, cancer, any chronic illness and heart 
disease. The magnitude of their advantage for these outcomes is greater than that of White 
Mexicans. Therefore, Other Mexicans do seem to benefit from their ethnic status as I expected 
based on previous literature. Moreover, Other Mexicans are disadvantaged in relation to NH 
Whites in almost the same outcomes as White Mexicans, namely, liver disease, self-rated health 
and diabetes.  
 
Other Mexicans Will Have Better Health Outcomes than NH Blacks 
 Compared to NH Blacks, Other Mexicans are less likely to be significantly diagnosed 
with asthma, any chronic illness, heart disease, or to rate their health poorly (figure 8). They also 
have an insignificant advantage for cancer and diabetes. But Other Mexicans are significantly 
more likely to meet the criteria for distress and to be diagnosed with liver disease compared to 
NH Blacks. In summary, Other Mexicans for the most part are more advantaged than 
disadvantaged compared to NH Blacks.  
In this dissertation, I did not entertain a hypothesis with regard to the relationship 
between Other Mexicans and White and Black Mexicans, mainly as a result of the lack of 
literature on this comparison. I only hypothesized that Other Mexicans would have an advantage 
over NH Whites and Blacks as established in the Latino Paradox. However, Other Mexicans are 
less likely to be diagnosed with asthma, cancer, chronic illness, and heart disease in comparison 
to White Mexicans, but none of these effects are statistically significant. Other Mexicans are 
 65 
 
significantly more likely to meet the criteria for distress. In comparison to Black Mexicans, 
Other Mexicans are less likely to be diagnosed with asthma, cancer, any chronic illness, liver 
disease and to rate their health as fair or poor. Only the asthma effect is statistically significant.  
The main finding of my dissertation is that the Mexican ethnoracial groups are not 
homogeneous in terms of their health outcomes. For some outcomes, the differences are very 
visible and the effects of race/ethnicity go in opposite directions, or the magnitude of the effect is 
noticeable greater or lower for the three Mexican ethnoracial groups. In other outcomes, the 
effects are similar in magnitude, but some are significant while others are not. We may infer 
from this empirical exercise that not all Mexicans are equally advantaged as we have come to 
expect based on the Latino Paradox literature. Black Mexicans seem to be particularly 
disadvantaged compared to NH Whites and to a lesser extent vis-à-vis White Mexicans and NH 
Blacks. Thus, the micro and macro mechanisms of race (and racism) that produce health 
inequalities are apparently having an effect on this population (Williams et al. 2010). This is 
particularly noticeable in terms of asthma and liver disease. I also did not expect Black Mexicans 
to not have a health advantage in relation to NH Blacks. In this case, the intersection of the Black 
and Mexican identities seems to concatenate risk factors to produce poorer health outcomes. For 
Black Mexicans, ethnicity does not seem to offer a protective effect. Instead it be confounded 
with the race effect to create a double layer of disadvantage. 
In this dissertation, I used the Latin Americanization Thesis (2004) as a theoretical 
framework. In particular, I added a fourth category, “Ethnic Black” (i.e., Black Mexicans) (fig. 
1) as an intermediate category between “Honorary Whites” and “Collective Blacks.” I argued for 
this category because from a health perspective, Mexicans often experience a health advantage 
compared to NH Whites and NH Blacks, and this is especially the expectation of the Latino 
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Paradox (Markides and Coreil 1986; Markides and Eschbach 2005). However, given the findings 
presented here, I would now argue that Black Mexicans either belong in or below the Collective 
Black category because the health advantages of Black Mexicans in comparison to NH Blacks 
are not significant and they are particularly disadvantaged in certain outcomes. White Mexicans 
on the other hand, do have an advantage over NH Whites in several outcomes as suggested by 
the Latino Paradox. Also, according to Bonilla-Silva’s Latin Americanization Thesis (2004), in a 
“pigmentocracy,” light-skinned individuals, in this case White Mexicans, are able to benefit from 
their “near-whiteness” or Honorary White status. In my dissertation analyses, White Mexicans 
were shown to reap the benefits of their “near-white” status; they are not as disadvantaged as 
Black Mexicans, and they have a solid advantage over NH Blacks. Thus, White Mexicans are 
able to profit from their “near-white” status in a society where the race construct is an important 
determinant of health status. 
In this dissertation I also wanted to ascertain whether the paradoxical benefits of the 
Latino health advantage extend to Black Mexicans and to Other Mexicans (Acevedo-Garcia and 
Bates 2008; Franzini et al. 2001; Markides and Coreil 1986; Markides and Eschbach 2005). 
Black Mexicans do not appear share the same advantage compared to NH Whites as do White 
Mexicans and Other Mexicans. Indeed, they have a slight disadvantage in relation to NH Blacks. 
Overall, it seems that in determining health outcomes, race trumps ethnicity. This would appear 
to be the byproduct of a system of health inequalities in which individuals of Black descent 
continue to be afflicted with excess illness and death. An extensive body of literature suggests 
that race, or being of Black descent, affects health negatively in myriad ways. These range from 
perceived discrimination at the micro level (Brondolo et al. 2009) to residential segregation at 
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the macro level (Williams and Collins 2001). Race continues to be a major predictor of health 
status due to a wide disparity in risk exposure (Williams et al. 1994). 
Differences between the Mexican ethnoracial groups also suggest that we must exercise 
caution when studying the health outcomes of Latino subgroups residing in the United States. 
These groups (Mexicans, Cubans, Puerto Ricans, and others) differ in health status, and, 
moreover, they are not racially homogeneous. Combining the ethnic groups and failing to 
recognize the role of race will continue to mask health inequalities among these groups. The 
differences in health outcomes among White Mexicans, Black Mexicans and Other Mexicans 
speak to the power of the race construct in determining health outcomes independent of ethnic 
status. Thus, scholars need to do a better job engaging ethnoracial groups in the health disparities 
discourse (Cuevas et al. 2016).  
The acculturative predictors in the model are mostly statistically significant across all 
outcomes and for all groups. Foreign born individuals with shorter length of U.S. residency and 
those who speak Spanish or are bilingual are less likely to have poor health outcomes. It appears 
that acculturative effects still play a large role in Mexican health outcomes, particularly those of 
Mexican immigrants. Even though numerous studies have been conducted in this area, there is 
not consensus about what causes this effect. Some scholars argue that social and cultural factors 
(i.e., familial, food, social support) offer a protective buffer for new immigrants (Hayes-Bautisa 
2002; Morales et al. 2002). It is presumed that such a protective buffer will diminish with length 
of residency. Other scholars contend that the better health outcomes may be the result of healthy 
immigrant selection, whereby healthier persons are more likely to migrate (Franzini and 
Fernandez-Esquer 2004; Palloni and Morenoff 2001). Alternatively, other scholars have 
suggested that patterns in health outcomes may arise due to data artifacts such as underreporting 
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health problems, undercounting of deaths, or inconsistency in Latino identity (Abraído-Lanza et 
al. 1999; Acevedo-Garcia and Bates 2008; Jasso et al. 2004; Palloni and Morenoff 2001). These 
issues notwithstanding, the acculturation findings presented here in my dissertation are consistent 
with previous research (Abraído-Lanza et al. 1999; Acevedo-Garcia and Bates 2008; Franzini 
and Fernandez-Esquer 2004; Franzini et al. 2001; Palloni and Morenoff 2001). 
In terms of socioeconomic status, those with greater educational attainment and the 
employed are also less likely to report health issues. The only outcome where I found an 
exception was cancer. For this outcome, those with less than a college education had a lower 
likelihood of being diagnosed. I argued that this might be an issue of underreporting due to lack 
of access to health care or being uninsured. Obtaining a cancer diagnosis requires sophisticated 
medical technology that might be out of reach for those with less education. They in turn might 
have lower occupational status and be uninsured or underinsured. Therefore, they could well 
have less access to those technologies, causing them to underreport cancer diagnosis. Marriage 
and family size also have a protective effect against poor health outcomes.  
The data and analyses of this dissertation are not without limitations. First, the data used 
in the analysis are cross-sectional and causality cannot be inferred. Second, I do not have access 
to measures of discrimination and can only speculate whether and how the different mechanisms 
of racial discrimination are operating to influence the outcomes. Third, the small sample size of 
Black Mexicans in relation to the other groups might restrict the statistical power to detect 
significant differences among groups. Last, it is worth considering that the total number of Black 
Mexicans in my analyses might be inflated due to respondents’ misunderstanding of race and 
ethnicity questions (Denton and Massey 1989). However, it is beyond the scope of this 
dissertation for me to be able to ascertain if that is the case.  
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Future research among Latino subgroups should continue to explore the role of race in 
determining health and other outcomes, especially educational attainment and labor market 
participation. The results presented here suggest that race plays an important role in shaping 
health outcomes. I would suspect that race also shapes other experiences. It would also be 
interesting to examine these outcomes using discrimination-related variables to ascertain whether 
Black Mexicans experience discrimination similarly to NH Blacks and how these experiences 
shape health. Another important consideration is the study of Other Mexicans’ racial identity. 
Who are they? Why do they racially identify as other?  
In this dissertation, I analyzed eight health outcomes among White Mexicans, Black 
Mexicans and Other Mexicans taking into consideration acculturation-related and 
sociodemographic covariates. I developed my hypotheses on the basis of research based on the 
Latino Paradox and on the literatures dealing with racial health disparities. I used as the overall 
and guiding framework the Latin Americanization thesis (Bonilla-Silva 2004). Both White 
Mexicans and Other Mexicans were reported to have a health advantage consistent with the 
Latino Paradox but Black Mexicans were not shown to have this advantage. I argued that this 
instance of health stratification based on a pigmentocracy is consistent with Bonilla-Silva’s 
theory (Bonilla-Silva 2004; Bonilla-Silva and Embrick 2006). Overall, my main contribution 
was the disaggregation of Mexicans into distinct racial categories in order to determine how race 
affects their health independently of ethnic status.  
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APPENDIX A  
TABLES 
Table 1. Weighted Percentage Distributions and Means of Sample Respondents by Monoracial 
and Ethnoracial Groups across Dependent and Independent Variables.  
 
 
NH Whites NH Blacks 
 
White 
Mexicans 
 
Black 
Mexicans 
 
Other  
Mexicans 
N= 1,002,351 (unweighted)  700,510 
(69.89%) 
155,832 
(15.55%) 
137,688 
(13.74%) 
1,913  
(0.19%) 
6,408  
(0.64%) 
Respondents with Asthma 12.01% 13.01% 7.22% 13.00% 4.61% 
Respondents with Cancer 9.84% 3.91% 2.31% 2.50% 1.23% 
Respondents with a Chronic 
Illness 
48.36% 48.81% 31.12% 32.61% 
23.47% 
Respondents with Distress 
Symptoms 
3.06% 3.43% 3.05% 3.18% 
3.56% 
Respondents with a Heart 
Condition 
8.65% 5.88% 3.15% 1.93% 
2.03% 
Respondents with Liver Disease 1.38% 1.07% 1.43% 2.09% 1.38% 
Respondents with Poor or Fair 
SRH 
11.68% 18.08% 13.53% 12.18% 
11.08% 
Respondents with Diabetes 7.69% 11.21% 8.87% 6.03% 5.94% 
Native Born 95.23% 89.14% 44.81% 51.08% 41.08% 
Foreign Born <5 Years of US 
Residency  
0.50% 1.39% 5.66% 3.52% 
12.36% 
Foreign Born 5-14 Years of 
Residency 
0.99% 3.57% 18.45% 15.59% 
21.85% 
Foreign Born 15+ Years of 
Residency  
3.27% 5.88% 31.08% 24.80% 
24.70% 
English Speaker 99.88% 99.93% 58.06% 70.26% 58.21% 
Spanish Speaker 0.06% 0.03% 25.56% 18.33% 25.38% 
Bilingual 0.06% 0.03% 16.39% 11.41% 16.41% 
Percentage of Females 51.71% 55.24% 48.42% 52.84% 49.14% 
Mean of Age 47.98 43.41 38.89 35.49 36.30 
Schooling: Less than High 
School 
10.45% 18.69% 44.19% 33.59% 
50.82% 
Schooling: High School 28.25% 30.93% 26.27% 29.16% 24.05% 
Schooling: Some College 30.98% 32.64% 21.45% 30.02% 19.50% 
Schooling: Bachelor’s and More 30.32% 17.74% 8.08% 7.22% 5.62% 
Employed  62.83% 60.18% 65.72% 68.83% 71.01% 
Married 64.96% 42.29% 64.51% 60.75% 67.80% 
Mean of Family Size 2.61  2.81 3.88 3.68 4.09 
Respondents who Smoke 21.03% 20.05% 13.31% 13.90% 14.89% 
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Table 2. Logistic Regression Analysis of Asthma, with the Coefficients Expressed in Odds 
Ratios, using Non-Hispanic Whites as Reference Category. 
 
Model Asthma 1 (Reference: NH Whites) 
NH Blacks 1.09** 
(.017) 
1.14** 
(.018) 
1.13** 
(.018) 
1.12** 
(.018) 
1.08** 
(.017) 
1.06** 
(.017) 
1.05* 
(.017) 
1.03+ 
(.017) 
1.03+ 
(.017) 
1.03* 
(.017) 
1.02 
(.016) 
White 
Mexicans  
.57** 
(.014) 
.82** 
(.024) 
.93* 
(.029) 
.93* 
(.029) 
.86** 
(.026) 
.83** 
(.026) 
.83** 
(.026) 
.83** 
(.026) 
.83** 
(.026) 
.84** 
(.026) 
.82** 
(.025) 
Black 
Mexicans 
1.09 
(.177) 
1.42* 
(.236) 
1.54* 
(.257) 
1.52* 
(.253) 
1.36+ 
(.227) 
1.31+ 
(.219) 
1.30 
(.221) 
1.31 
(.221) 
1.31 
(.222) 
1.32+ 
(.224) 
1.23 
(.210) 
Other 
Mexicans 
.35** 
(.039) 
.54** 
(.062) 
.59** 
(.069) 
.59** 
(.069) 
.54** 
(.063) 
.52** 
(.061) 
.54** 
(.063) 
.54** 
(.063) 
.54** 
(.063) 
.55** 
(.064) 
.65** 
(.076) 
Nativity and Length of Residency  
FB <5 Years 
 
.31** 
(.031) 
.37** 
(.038) 
.38** 
(.038) 
.34** 
(.035) 
.35** 
(.035) 
.33** 
(.033) 
.33** 
(.034) 
.33** 
(.034) 
.34** 
(.034) 
.34** 
(.035) 
FB 5-14 
Years 
 
.34** 
(.020) 
.39** 
(.024) 
.39** 
(.024) 
.37** 
(.022) 
.37** 
(.023) 
.36** 
(.023) 
.37** 
(.023) 
.37** 
(.023) 
.37** 
(.023) 
.37** 
(.023) 
FB 15+ 
Years 
 
.51** 
(.017) 
.54** 
(.018) 
.54** 
(.019) 
.57** 
(.020) 
.56** 
(.020) 
.58** 
(.020) 
.58** 
(.020) 
.58** 
(.020) 
.58** 
(.020) 
.57** 
(.020) 
Language 
Spanish 
  
.53** 
(.038) 
.53** 
(.038) 
.54** 
(.038) 
.50** 
(.036) 
.50** 
(.036) 
.51** 
(.037) 
.51** 
(.037) 
.51** 
(.037) 
.52** 
(.037) 
Bilingual 
  
.63** 
(.047) 
.63** 
(.047) 
.63** 
(.047) 
.59** 
(.044) 
.59** 
(.044) 
.60** 
(.044) 
.60** 
(0.44) 
.60** 
(.045) 
.60** 
(.045) 
Gender and Age 
Female 
   
1.35** 
(.017) 
1.37** 
(.017) 
1.37** 
(.017) 
1.32** 
(.017) 
1.32** 
(.017) 
1.32** 
(.017) 
1.32** 
(.017) 
1.33** 
(.017) 
Age 
    
.99** 
(.0003) 
.99** 
(.0003) 
.98** 
(.0003) 
.99** 
(.0003) 
.99** 
(.0004) 
.99** 
(.0004) 
.98** 
(.0004) 
Schooling 
Less than 
HS 
     
1.23** 
(.024) 
1.10** 
(.022) 
1.08** 
(.021) 
1.08** 
(.022) 
1.05* 
(.021) 
1.09** 
(.022) 
High School  
     
.95** 
(.016) 
.90** 
(.015) 
.89** 
(.015) 
.89** 
(.015) 
.88** 
(.015) 
.90** 
(.015) 
Some 
College 
     
1.13** 
(.017) 
1.09** 
(.017) 
1.08** 
(.016) 
1.08** 
(.016) 
1.07** 
(.016) 
1.07** 
(.017) 
Other Control Variables 
Employed  
     
 .72* 
(.010) 
.73** 
(.010) 
.72** 
(.010) 
.73** 
(.010) 
.73** 
(.010) 
Married 
     
  .89** 
(.010) 
.89** 
(.011) 
.89** 
(.011) 
.90** 
(.011) 
Family Size 
     
   .99 
(.005) 
.99 
(.005) 
.99 
(.005) 
Smoking 
     
    1.09** 
(.015) 
1.10** 
(.015) 
Year 
     
     1.02** 
(.001) 
Notes: Standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 3. Logistic Regression Analysis of Asthma with the Coefficients Expressed in Odds 
Ratios using the Different Monoracial and Ethnoracial Groups as Reference Categories. 
 
 Model 
Asthma 1 
Model 
Asthma 2 
Model 
Asthma 3 
Model Asthma 
4 
Model Asthma 
5 
 Reference:  
 NH Whites 
Reference: 
 NH Blacks 
Reference: 
White 
Mexicans 
Reference: 
Black Mexicans 
Reference: 
Other Mexicans 
NH Whites -- .97 
(.016) 
1.22** 
(.038) 
.80 
(.137) 
1.53** 
NH Blacks 1.02 
(.016) 
-- 
1.25** 
(.042) 
.82 
(.140) 
1.56** 
White Mexicans  .82** 
(.025) 
.79** 
(.027) 
-- 
.66* 
(.112) 
1.25+ 
Black Mexicans 1.23 
(.210) 
1.20 
(.204) 
1.51* 
(.256) 
-- 1.89* 
Other Mexicans .65** 
(.076) 
.63** 
(.074) 
.79+ 
(.094) 
.52* 
(.109) 
-- 
Notes: The effects of all other independent variables remain the same as model asthma 1; standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 4. Logistic Regression Analysis of Cancer with the Coefficients Expressed in Odds Ratios 
using Non-Hispanic Whites as Reference Category. 
 
Model Cancer 1 (Reference: NH Whites) 
NH Blacks .37** 
(.009) 
.38** 
(.009) 
.38** 
(.009) 
.38** 
(.009) 
.47** 
(.011) 
.48** 
(.011) 
.48** 
(.011) 
.49** 
(.012) 
.50** 
(.012) 
.50** 
(.012) 
.49** 
(.012) 
White 
Mexicans  
.21** 
(.008) 
.26** 
(.011) 
.28** 
(.012) 
.29** 
(.012) 
.48** 
(.020) 
.52** 
(.022) 
.51** 
(.021) 
.52** 
(.022) 
.53** 
(.022) 
.53** 
(.022) 
.52** 
(.022) 
Black 
Mexicans 
.23** 
(.071) 
.28** 
(.085) 
.29** 
(.089) 
.29** 
(.088) 
.67 
(.202) 
.72 
(.220) 
.72 
(.218) 
.73 
(.222) 
.75 
(.226) 
.77 
(.232) 
.72 
(.219) 
Other 
Mexicans 
.11** 
(.022) 
.16** 
(.032) 
.17** 
(.035) 
.17** 
(.034) 
.33** 
(.068) 
.37** 
(.075) 
.37** 
(.075) 
.37** 
(.075) 
.38** 
(.077) 
.38** 
(.079) 
.43** 
(.089) 
Nativity and Length of Residency  
FB <5 Years 
 
.13** 
(.025) 
.14** 
(.028) 
.14** 
(.029) 
.35** 
(.073) 
.35** 
(.073) 
.33** 
(.069) 
.32** 
(.069) 
.33** 
(.069) 
.33** 
(.070) 
.33** 
(.071) 
FB 5-14 
Years 
 
.25** 
(.023) 
.24** 
(.024) 
.24** 
(.024) 
.48** 
(.049) 
.46** 
(.048) 
.45** 
(.047) 
.45** 
(.046) 
.46** 
(.047) 
.46** 
(.047) 
.46** 
(.047) 
FB 15+ 
Years 
 
.97 
(.970) 
.99 
(.035) 
.99 
(.035) 
.75** 
(.027) 
.75** 
(.027) 
.75** 
(.027) 
.75** 
(.027) 
.75** 
(.027) 
.76** 
(.027) 
.75** 
(.027) 
Language 
Spanish 
  
.82* 
(.074) 
.82* 
(.074) 
.72** 
(.066) 
.79* 
(.073) 
.79* 
(.074) 
.79* 
(.073) 
.80* 
(.074) 
.79* 
(.075) 
.79* 
(.075) 
Bilingual 
  
.70* 
(.094) 
.71* 
(.094) 
.65* 
(.087) 
.70* 
(.095) 
.70* 
(.095) 
.69* 
(.094) 
.71* 
(.096) 
.70* 
(.095) 
.70* 
(.095) 
Gender and Age 
Female 
   
1.25* 
(.016) 
1.13** 
(.016) 
1.14** 
(.016) 
1.11** 
(.015) 
1.14** 
(.016) 
1.14** 
(.016) 
1.15** 
(.016) 
1.15** 
(.016) 
Age 
    
1.05** 
(.0004) 
1.06** 
(.0004) 
1.05** 
(.0005) 
1.05** 
(.0005) 
1.05** 
(.0006) 
1.05** 
(.0006) 
1.05** 
(.0006) 
Schooling 
Less than HS 
     
.73** 
(.016) 
.69** 
(.015) 
.70** 
(.016) 
.71** 
(.016) 
.69** 
(.015) 
.71** 
(.016) 
High School  
     
.78** 
(.014) 
.75** 
(.014) 
.76** 
(.014) 
.76** 
(.014) 
.75** 
(.014) 
.76** 
(.014) 
Some 
College 
     
.92** 
(.017) 
.90** 
(.017) 
.91** 
(.017) 
.91** 
(.017) 
.90** 
(.017) 
.90** 
(.017) 
Other Control Variables 
Employed  
     
 .74** 
(.013) 
.73** 
(.013) 
.73** 
(.013) 
.73** 
(.013) 
.73** 
(.013) 
Married 
     
  1.16** 
(.016) 
1.20** 
(.019) 
1.21** 
(.019) 
1.22** 
(.019) 
Family Size 
     
   .96** 
(.007) 
.96** 
(.007) 
.96** 
(.007) 
Smoking 
     
    1.16** 
(.021) 
1.16** 
(.022) 
Year 
     
     1.01** 
(.001) 
Notes: Standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 5. Logistic Regression Analysis of Cancer with the Coefficients Expressed in Odds Ratios 
using the Different Monoracial and Ethnoracial Groups as Reference Categories. 
 
 Model Cancer 
1 
Model 
Cancer 2 
Model 
Cancer 3 
Model Cancer 
4 
Model Cancer 
5 
 Reference:  
 NH Whites 
Reference: 
 NH Blacks 
Reference: 
White 
Mexicans 
Reference: 
Black Mexicans 
Reference: 
Other Mexicans 
NH Whites 
-- 
2.00** 
(.049) 
1.90** 
(.081) 
1.37 
(.412) 
2.28** 
(.463) 
NH Blacks .49** 
(.012) 
-- 
.95 
(.044) 
.68 
(.206) 
1.13 
(.231) 
White Mexicans  .52** 
(.022) 
1.05 
(.049) 
-- 
.71 
(.217) 
1.19 
(.245) 
Black Mexicans .72 
(.219) 
1.46 
(.443) 
1.39 
(.420) 
-- 
1.66 
(.600) 
Other Mexicans .43** 
(.089) 
.88 
(.179) 
.83 
(.171) 
.60 
(.216) 
-- 
Notes: The effects of all other independent variables remain the same as model cancer 1; standard errors in parentheses. 
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 6. Logistic Regression Analysis of Chronic Illness with the Coefficients Expressed in 
Odds Ratios using Non-Hispanic Whites as Reference Category. 
 
Model Chronic 1 (Reference: NH Whites) 
NH Blacks 1.01 
(.013) 
1.06** 
(.013) 
1.06** 
(.013) 
1.05** 
(.013) 
1.36** 
(.017) 
1.29** 
(.016) 
1.27** 
(.016) 
1.26** 
(.016) 
1.26** 
(.016) 
1.27** 
(.016) 
1.26** 
(.016) 
White 
Mexicans  
.48** 
(.008) 
.61** 
(.011) 
.62** 
(.013) 
.62** 
(.013) 
.99 
(.022) 
.90** 
(.020) 
.90** 
(.020) 
.90** 
(.020) 
.91** 
(.021) 
.91** 
(.021) 
.89** 
(.020) 
Black 
Mexicans 
.51** 
(.057) 
.62** 
(.071) 
.63** 
(.072) 
.62** 
(.072) 
1.22+ 
(.145) 
1.10 
(.132) 
1.11 
(.133) 
1.11 
(.133) 
1.12 
(.135) 
1.13 
(.136) 
1.08 
(.130) 
Other 
Mexicans 
.32** 
(.018) 
.47** 
(.026) 
.47** 
(.027) 
.47** 
(.027) 
.79** 
(.049) 
.71** 
(.045) 
.73** 
(.047) 
.73** 
(.047) 
.74** 
(.047) 
.74** 
(.048) 
.82* 
(.053) 
Nativity and Length of Residency  
FB <5 Years 
 
.24** 
(.012) 
.24** 
(.012) 
.24** 
(.012) 
.42** 
(.023) 
.44** 
(.024) 
.41** 
(.022) 
.42** 
(.022) 
.42** 
(.022) 
.42** 
(.022) 
.42** 
(.023) 
FB 5-14 
Years 
 
.34** 
(.009) 
.32** 
(.009) 
.32** 
(.009) 
.46** 
(.013) 
.47** 
(.014) 
.47** 
(.014) 
.47** 
(.014) 
.47** 
(.014) 
.47** 
(.014) 
.47** 
(.014) 
FB 15+ 
Years 
 
.92** 
(.016) 
.91** 
(.016) 
.91** 
(.016) 
.65** 
(.012) 
.65** 
(.012) 
.67** 
(.013) 
.67** 
(.013) 
.67** 
(.013) 
.68** 
(.013) 
.67** 
(.013) 
Language 
Spanish 
  
1.04 
(.036) 
1.04 
(.036) 
.91* 
(.033) 
.79** 
(.029) 
.80** 
(.029) 
.80** 
(.029) 
.81** 
(.029) 
.81** 
(.030) 
.82** 
(.030) 
Bilingual 
  
.92* 
(.036) 
.92* 
(.036) 
.86** 
(.034) 
.77** 
(.031) 
.78** 
(.032) 
.78** 
(.032) 
.79** 
(.032) 
.79** 
(.033) 
.79** 
(.033) 
Gender and Age 
Female 
   
1.09** 
(.008) 
1.02* 
(.009) 
1.02* 
(.009) 
.97* 
(.008) 
.97* 
(.008) 
.97* 
(.008) 
.98* 
(.009) 
.98+ 
(.009) 
Age 
    
1.05** 
(.0002) 
1.05** 
(.0002) 
1.05** 
(.0003) 
1.05** 
(.0003) 
1.05** 
(.0003) 
1.05** 
(.0003) 
1.05** 
(.0003) 
Schooling 
Less than HS 
     
1.67** 
(.025) 
1.45** 
(.022) 
1.44** 
(.022) 
1.45** 
(.022) 
1.43** 
(.022) 
1.46** 
(.023) 
High School  
     
1.29** 
(.015) 
1.21** 
(.014) 
1.21** 
(.014) 
1.21** 
(.014) 
1.20** 
(.014) 
1.22** 
(.014) 
Some 
College 
     
1.36** 
(.015) 
1.30** 
(.015) 
1.29** 
(.015) 
1.29** 
(.015) 
1.28** 
(.015) 
1.29** 
(.015) 
Other Control Variables 
Employed  
     
 .64** 
(.006) 
.65** 
(.006) 
.65** 
(.006) 
.65** 
(.006) 
.65** 
(.006) 
Married 
     
  .93** 
(.007) 
.95** 
(.009) 
.95** 
(.009) 
.96** 
(.009) 
Family Size 
     
   
 
.98** 
(.003) 
.98** 
(.003) 
.98** 
(.003) 
Smoking 
     
    1.06** 
(.010) 
1.07** 
(.010) 
Year 
     
     1.01** 
(.0009) 
Notes: Standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 7. Logistic Regression Analysis of Chronic Illness with the Coefficients Expressed in 
Odds Ratios using the Different Monoracial and Ethnoracial Groups as Reference Categories. 
 
 Model 
Chronic 1 
Model 
Chronic 2 
Model 
Chronic 3 
Model 
Chronic 4 
Model 
Chronic 5 
 Reference:  
 NH Whites 
Reference: 
 NH Blacks 
Reference: 
White 
Mexicans 
Reference: 
Black Mexicans 
Reference: 
Other Mexicans 
NH Whites 
-- 
.79** 
(.010) 
1.11** 
(.025) 
.92 
(.111) 
1.21* 
(.078) 
NH Blacks 1.26** 
(.016) 
-- 
1.40** 
(.035) 
1.16 
(.141) 
1.52** 
(.101) 
White Mexicans  .89** 
(.020) 
.71** 
(.017) 
-- 
.82 
(.100) 
1.08 
(.071) 
Black Mexicans 1.08 
(.130) 
.85 
(.103) 
1.20 
(.146) 
-- 
1.31+ 
(.182) 
Other Mexicans .82* 
(.053) 
.65** 
(.043) 
.91 
(.060) 
.76+ 
(.105) 
-- 
Notes: The effects of all other independent variables remain the same as model chronic 1; standard errors in parentheses.   
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 8. Logistic Regression Analysis of Distress with the Coefficients Expressed in Odds 
Ratios using Non-Hispanic Whites as Reference Category. 
 
Model Distress 1 (Reference: NH Whites) 
NH Blacks 1.12** 
(.033) 
1.14** 
(.034) 
1.15** 
(.034) 
1.13** 
(.034) 
1.13** 
(.034) 
.93* 
(.028) 
.88** 
(.026) 
.82** 
(.025) 
.83** 
(.026) 
.88** 
(.027) 
.88** 
(.027) 
White 
Mexicans  
.99 
(.034) 
1.11* 
(.043) 
1.00 
(.047) 
1.01 
(.047) 
1.00 
(.047) 
.72** 
(.036) 
.72** 
(.036) 
.73** 
(.036) 
.75** 
(.038) 
.88* 
(.044) 
.86* 
(.043) 
Black 
Mexicans 
1.04 
(.267) 
1.15 
(.298) 
1.07 
(.279) 
1.06 
(.274) 
1.05 
(.271) 
.80 
(.208) 
.79 
(.211) 
.78 
(.208) 
.80 
(.214) 
.88 
(.242) 
.84 
(.232) 
Other 
Mexicans 
1.16 
(.137) 
1.34* 
(.168) 
1.23 
(.158) 
1.23+ 
(.157) 
1.22 
(.156) 
.82 
(.105) 
.90 
(.117) 
.92 
(.119) 
.96 
(.124) 
1.10 
(.141) 
1.22 
(.159) 
Nativity and Length of Residency  
FB <5 Years 
 
.69* 
(.082) 
.55** 
(.074) 
.57** 
(.076) 
.56** 
(.076) 
.56** 
(.078) 
.50** 
(.070) 
.51** 
(.070) 
.50** 
(.069) 
.57** 
(.079) 
.58** 
(.080) 
FB 5-14 
Years 
 
.62** 
(.048) 
.54** 
(.045) 
.54** 
(.045) 
.54** 
(.045) 
.52** 
(.045) 
.52** 
(.045) 
.55** 
(.047) 
.56** 
(.048) 
.65** 
(.055) 
.65** 
(.055) 
FB 15+ 
Years 
 
.91* 
(.039) 
.84** 
(.038) 
.84** 
(.038) 
.84** 
(.038) 
.86* 
(.040) 
.94 
(.044) 
.97 
(.045) 
.98 
(.045) 
1.05 
(.049) 
1.04 
(.049) 
Language 
Spanish 
  
1.46** 
(.129) 
1.46** 
(.129) 
1.46** 
(.130) 
.96 
(.086) 
.98 
(.088) 
1.01 
(.091) 
1.03 
(.093) 
1.08 
(.098) 
1.09 
(.098) 
Bilingual 
  
1.51** 
(.133) 
1.51** 
(.133) 
1.51** 
(.133) 
1.11 
(.100) 
1.12 
(.102) 
1.14 
(.104) 
1.17+ 
(.106) 
1.23* 
(.113) 
1.23* 
(.113) 
Gender and Age 
Female 
   
1.46** 
(.031) 
1.46** 
(.031) 
1.49** 
(.032) 
1.28** 
(.029) 
1.28** 
(.029) 
1.29** 
(.029) 
1.36** 
(.031) 
1.37** 
(.031) 
Age 
    
.99 
(.0005) 
.99** 
(.0005) 
.98** 
(.0005) 
.98** 
(.0004) 
.98** 
(.0005) 
.99** 
(.0005) 
.99** 
(.0005) 
Schooling 
Less than 
HS 
     
6.70** 
(.282) 
4.43** 
(.190) 
4.20** 
(.183) 
4.29** 
(.187) 
3.22** 
(.144) 
3.29** 
(.149) 
High School  
     
3.46** 
(.142) 
2.79** 
(.115) 
2.71** 
(.113) 
2.75** 
(.114) 
2.19** 
(.092) 
2.22** 
(.093) 
Some 
College 
     
2.65** 
(.108) 
2.27** 
(.093) 
2.19** 
(.090) 
2.20** 
(.091) 
1.91** 
(.080) 
1.92** 
(.080) 
Other Control Variables 
Employed  
     
 .28** 
(.007) 
.29** 
(.007) 
.29** 
(.007) 
.29** 
(.007) 
.29** 
(.007) 
Married 
     
  .73** 
(.017) 
.77** 
(.019) 
.76** 
(.019) 
.77** 
(.019) 
Family Size 
     
   .94** 
(.009) 
.96** 
(.009) 
.96** 
(.009) 
Smoking 
     
    2.65** 
(.063) 
2.66** 
(.063) 
Year 
     
     1.01** 
(.002) 
Notes: Standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 9. Logistic Regression Analysis of Distress with the Coefficients Expressed in Odds 
Ratios using the Different Monoracial and Ethnoracial Groups as Reference Categories. 
 
 Model 
Distress 1 
Model 
Distress 2 
Model 
Distress 3 
Model Distress 
4 
Model Distress 
5 
 Reference:  
 NH Whites 
Reference: 
 NH Blacks 
Reference: 
White 
Mexicans 
Reference: 
Black Mexicans 
Reference: 
Other Mexicans 
NH Whites 
-- 
1.13** 
(.035) 
1.15* 
(.057) 
1.18 
(.325) 
.81 
(.105) 
NH Blacks .88** 
(.027) 
-- 
1.01 
(.054) 
1.04 
(.285) 
.71 
(.093) 
White Mexicans  .86* 
(.043) 
.98 
(.053) 
-- 
1.02 
(.282) 
.70* 
(.090) 
Black Mexicans .84 
(.232) 
.95 
(.262) 
.97 
(.266) 
-- 
.68 
(.205) 
Other Mexicans 1.22 
(.159) 
1.39* 
(.181) 
1.41* 
(.180) 
1.45 
(.434) 
-- 
Notes: The effects of all other independent variables remain the same as model distress 1; standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 10. Logistic Regression Analysis of Heart Disease with the Coefficients Expressed in 
Odds Ratios using Non-Hispanic Whites as Reference Category. 
 
Model Heart 1 (Reference: NH Whites) 
NH Blacks .66** 
(.015) 
.68** 
(.015) 
.68** 
(.015) 
.68** 
(.015) 
.81** 
(.018) 
.78** 
(.018) 
.77** 
(.017) 
.76** 
(.017) 
.76** 
(.017) 
.76** 
(.017) 
.76** 
(.017) 
White 
Mexicans  
.34** 
(.010) 
.42** 
(.013) 
.43** 
(.017) 
.43** 
(.017) 
.64** 
(.026) 
.60** 
(.025) 
.60** 
(.025) 
.60** 
(.025) 
.60** 
(.025) 
.60** 
(.025) 
.60** 
(.025) 
Black 
Mexicans 
.20** 
(.072) 
.24** 
(.086) 
.25** 
(.087) 
.25** 
(.087) 
.44* 
(.153) 
.39* 
(.143) 
.39* 
(.144) 
.39* 
(.144) 
.38* 
(.143) 
.39* 
(.144) 
.39* 
(.144) 
Other 
Mexicans 
.21** 
(.040) 
.30** 
(.057) 
.30** 
(.058) 
.30** 
(.058) 
.48** 
(.093) 
.45** 
(.087) 
.46** 
(.089) 
.46** 
(.090) 
.46** 
(.089) 
.46** 
(.090) 
.46** 
(.090) 
Nativity and Length of Residency  
FB <5 Years 
 
.20** 
(.028) 
.19** 
(.028) 
.19** 
(.028) 
.34** 
(.050) 
.35** 
(.052) 
.32** 
(.047) 
.32** 
(.047) 
.32** 
(.047) 
.32** 
(.048) 
.32** 
(.048) 
FB 5-14 
Years 
 
.31** 
(.024) 
.29** 
(.024) 
.29** 
(.024) 
.44** 
(.037) 
.44** 
(.039) 
.43** 
(.038) 
.43** 
(.038) 
.43** 
(.038) 
.43** 
(.038) 
.43** 
(.038) 
FB 15+ 
Years 
 
.90* 
(.030) 
.90* 
(.031) 
.90* 
(.031) 
.74** 
(.026) 
.74** 
(.026) 
.75** 
(.026) 
.75** 
(.026) 
.75** 
(.026) 
.75** 
(.026) 
.75** 
(.026) 
Language 
Spanish 
  
.96 
(.080) 
.96 
(.080) 
.87 
(.074) 
.79* 
(.068) 
.80* 
(.068) 
.79* 
(.068) 
.79* 
(.068) 
.79* 
(.069) 
.79* 
(.069) 
Bilingual 
  
.96 
(.089) 
.96 
(.089) 
.92 
(.087) 
.87 
(.083) 
.87 
(.083) 
.87 
(.084) 
.87 
(.083) 
.88 
(.084) 
.88 
(.084) 
Gender and Age 
Female 
   
1.07** 
(.014) 
1.00 
(.013) 
1.00 
(.013) 
.95* 
(.013) 
.95* 
(.013) 
.95* 
(.013) 
.95* 
(.013) 
.95* 
(.013) 
Age 
    
1.03** 
(.0004) 
1.03** 
(.0004) 
1.03** 
(.0004) 
1.03** 
(.0004) 
1.03** 
(.0005) 
1.03** 
(.0005) 
1.03** 
(.0005) 
Schooling 
Less than HS 
     
1.31** 
(.032) 
1.15** 
(.028) 
1.15** 
(.028) 
1.14** 
(.028) 
1.13** 
(.028) 
1.13** 
(.028) 
High School  
     
1.04* 
(.020) 
.98 
(.019) 
.97 
(.019) 
.97 
(.019) 
.97 
(.019) 
.97 
(.019) 
Some 
College 
     
1.18** 
(.023) 
1.12** 
(.022) 
1.12** 
(.022) 
1.12** 
(.022) 
1.11** 
(.022) 
1.11** 
(.022) 
Other Control Variables 
Employed  
     
 .60** 
(.010) 
.60** 
(.010) 
.60** 
(.010) 
.60** 
(.010) 
.60** 
(.010) 
Married 
     
  .97+ 
(.013) 
.96* 
(.015) 
.96* 
(.015) 
.96* 
(.015) 
Family Size 
     
   1.01 
(.007) 
1.01 
(.007) 
1.01 
(.007) 
Smoking 
     
    1.05* 
(.021) 
1.05** 
(.021) 
Year 
     
     1.00 
(.001) 
Notes: Standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 11. Logistic Regression Analysis of Heart Disease with the Coefficients Expressed in 
Odds Ratios using the Different Monoracial and Ethnoracial Groups as Reference Categories. 
 
 Model Heart 
1 
Model Heart 
2 
Model Heart 
3 
Model Heart 4 Model Heart 5 
 Reference:  
 NH Whites 
Reference: 
 NH Blacks 
Reference: 
White 
Mexicans 
Reference: 
Black Mexicans 
Reference: 
Other Mexicans 
NH Whites 
-- 
1.30** 
(.030) 
1.65** 
(.070) 
2.54* 
(.937) 
2.13** 
(.412) 
NH Blacks .76** 
(.017) 
-- 
1.26** 
(.057) 
1.95+ 
(.717) 
1.63* 
(.316) 
White Mexicans  .60** 
(.025) 
.78** 
(.036) 
-- 
1.54 
(.570) 
1.29 
(.249) 
Black Mexicans .39* 
(.144) 
.51+ 
(.188) 
.64 
(.240) 
-- 
.83 
(.342) 
Other Mexicans .46** 
(.090) 
.61* 
(.117) 
.77 
(.149) 
1.19 
(.485) 
-- 
Notes: The effects of all other independent variables remain the same as model heart 1; standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 12. Logistic Regression Analysis of Liver Disease with the Coefficients Expressed in 
Odds Ratios using Non-Hispanic Whites as Reference Category. 
 
Model Liver 1 (Reference: NH Whites) 
NH Blacks .77** 
(.037) 
.78** 
(.038) 
.79** 
(.038) 
.79** 
(.038) 
.86* 
(.042) 
.79** 
(.039) 
.76** 
(.038) 
.74** 
(.037) 
.75** 
(.038) 
.77** 
(.039) 
.76** 
(.039) 
White 
Mexicans  
1.03 
(.054) 
1.16* 
(.072) 
1.21* 
(.086) 
1.21* 
(.086) 
1.46** 
(.105) 
1.29* 
(.097) 
1.29* 
(.096) 
1.28* 
(.095) 
1.34* 
(.100) 
1.43** 
(.107) 
1.41** 
(.105) 
Black 
Mexicans 
1.51 
(.601) 
1.69 
(.667) 
1.75 
(.690) 
1.75 
(.691) 
2.27* 
(.900) 
2.04+ 
(.808) 
2.02+ 
(.810) 
2.02+ 
(.807) 
2.08+ 
(.833) 
2.27* 
(.907) 
2.16* 
(.864) 
Other 
Mexicans 
.99 
(.203) 
1.13 
(.241) 
1.20 
(.259) 
1.20 
(.259) 
1.49+ 
(.323) 
1.27 
(.276) 
1.34 
(.294) 
1.36 
(.297) 
1.42 
(.309) 
1.46+ 
(.319) 
1.64* 
(.362) 
Nativity and Length of Residency  
FB <5 Years 
 
.51* 
(.105) 
.52* 
(.112) 
.51* 
(.111) 
.66+ 
(.143) 
.67+ 
(.150) 
.61* 
(.135) 
.57* 
(.126) 
.56* 
(.123) 
.60* 
(.131) 
.61* 
(.133) 
FB 5-14 
Years 
 
.55** 
(.064) 
.50** 
(.058) 
.50** 
(.058) 
.59** 
(.069) 
.58** 
(.071) 
.58** 
(.070) 
.59** 
(.071) 
.59** 
(.072) 
.63** 
(.078) 
.63** 
(.078) 
FB 15+ 
Years 
 
.97 
(.068) 
.96 
(.067) 
.96 
(.067) 
.87+ 
(.061) 
.89 
(.064) 
.94 
(.066) 
.95 
(.067) 
.96 
(.068) 
.98 
(.070) 
.97 
(.070) 
Language 
Spanish 
  
1.05 
(.118) 
1.05 
(.118) 
.99 
(.113) 
.86 
(.099) 
.87 
(.100) 
.89 
(.102) 
.92 
(.105) 
.95 
(.109) 
.95 
(.109) 
Bilingual 
  
.77 
(.122) 
.77 
(.122) 
.75 
(.120) 
.68* 
(.108) 
.69* 
(.109) 
.70* 
(.111) 
.72* 
(.115) 
.74+ 
(.118) 
.74+ 
(.118) 
Gender and Age 
Female 
   
.95 
(.029) 
.92* 
(.028) 
.91* 
(.028) 
.83** 
(.026) 
.83** 
(.026) 
.83** 
(.026) 
.86** 
(.027) 
.86 
(.027) 
Age 
    
1.01** 
(.0007) 
1.01** 
(.0007) 
1.00** 
(.0007) 
1.00** 
(.0007) 
1.00** 
(.0008) 
1.00** 
(.0008) 
1.00** 
(.0008) 
Schooling 
Less than HS 
     
1.96** 
(.105) 
1.55** 
(.083) 
1.52** 
(.082) 
1.55** 
(.084) 
1.34** 
(.073) 
1.38** 
(.075) 
High School  
     
1.51** 
(.072) 
1.33** 
(.064) 
1.31** 
(.064) 
1.33** 
(.064) 
1.19** 
(.058) 
1.21** 
(.059) 
Some 
College 
     
1.63** 
(.074) 
1.49** 
(.068) 
1.46** 
(.068) 
1.47** 
(.068) 
1.37** 
(.064) 
1.38** 
(.064) 
Other Control Variables 
Employed  
     
 .44** 
(.016) 
.45** 
(.017) 
.45** 
(.017) 
.45** 
(.017) 
.45** 
(.017) 
Married 
     
  .87** 
(.028) 
.93+ 
(.035) 
.98 
(.036) 
.95 
(.036) 
Family Size 
     
   .93** 
(.016) 
.94* 
(.016) 
.94* 
(.016) 
Smoking 
     
    1.78** 
(.064) 
1.78** 
(.064) 
Year 
     
     1.01** 
(.003) 
Notes: Standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 13. Logistic Regression Analysis of Liver Disease with the Coefficients Expressed in 
Odds Ratios using the Different Monoracial and Ethnoracial Groups as Reference Categories. 
 
 Model Liver 1 Model Liver 2 Model Liver 3 Model Liver 4 Model Liver 5 
 Reference:  
 NH Whites 
Reference: 
 NH Blacks 
Reference: 
White Mexicans 
Reference: 
Black Mexicans 
Reference: 
Other Mexicans 
NH Whites 
-- 
1.30** 
(.067) 
.71** 
(.053) 
.46+ 
(.183) 
.60* 
(.133) 
NH Blacks .76** 
(.039) 
-- 
.54** 
(.044) 
.35* 
(.142) 
.46* 
(.103) 
White Mexicans  1.41** 
(.105) 
1.84** 
(.152) 
-- 
.64 
(.263) 
.85 
(.188) 
Black Mexicans 2.16* 
(.864) 
2.83* 
(1.14) 
1.53 
(.624) 
-- 
1.31 
(.607) 
Other Mexicans 1.64* 
(.362) 
2.15* 
(.481) 
1.16 
(.256) 
.75 
(.350) 
-- 
Notes: The effects of all other independent variables remain the same as model liver 1; standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 14. Logistic Regression Analysis of Poor or Fair Self-Rated Health with the Coefficients 
Expressed in Odds Ratios using Non-Hispanic Whites as Reference Category. 
 
Model Poor/Fair (P/F) 1 (Reference: NH Whites) 
NH Blacks 1.66** 
(.029) 
1.70** 
(.029) 
1.73** 
(.030) 
1.72** 
(.030) 
2.14** 
(.038) 
1.76** 
(.030) 
1.71** 
(.029) 
1.67** 
(.029) 
1.67** 
(.029) 
1.71** 
(.030) 
1.71** 
(.030) 
White 
Mexicans  
1.18** 
(.025) 
1.32** 
(.030) 
1.11** 
(.029) 
1.12** 
(.029) 
1.68** 
(.043) 
1.19** 
(.032) 
1.20** 
(.032) 
1.20** 
(.032) 
1.21** 
(.032) 
1.31** 
(.035) 
1.29** 
(.035) 
Black 
Mexicans 
1.04 
(.166) 
1.15 
(.186) 
1.03 
(.168) 
1.03 
(.167) 
1.81** 
(.299) 
1.30 
(.216) 
1.31+ 
(.217) 
1.30+ 
(.216) 
1.31+ 
(.217) 
1.45* 
(.243) 
1.42* 
(.237) 
Other 
Mexicans 
.94 
(.080) 
1.19* 
(.103) 
1.03 
(.088) 
1.03 
(.088) 
1.63** 
(.142) 
1.05 
(.093) 
1.15 
(.104) 
1.16+ 
(.105) 
1.16+ 
(.106) 
1.25* 
(.113) 
1.31* 
(.119) 
Nativity and Length of Residency  
FB <5 Years 
 
.34** 
(.027) 
.24** 
(.020) 
.24** 
(.020) 
.40** 
(.034) 
.38** 
(.033) 
.33** 
(.030) 
.33** 
(.030) 
.33** 
(.030) 
.36** 
(.033) 
.36** 
(.033) 
FB 5-14 
Years 
 
.49** 
(.025) 
.36** 
(.018) 
.36** 
(.018) 
.50** 
(.026) 
.47** 
(.026) 
.47** 
(.026) 
.48** 
(.026) 
.48** 
(.026) 
.53** 
(.029) 
.53** 
(.029) 
FB 15+ 
Years 
 
1.10** 
(.027) 
.94* 
(.024) 
.94* 
(.024) 
.77** 
(.020) 
.77** 
(.022) 
.86** 
(.024) 
.87** 
(.024) 
.87** 
(.024) 
.91* 
(.025) 
.90* 
(.025) 
Language 
Spanish 
  
2.25** 
(.098) 
2.25** 
(.098) 
2.11** 
(.093) 
1.37** 
(.061) 
1.39** 
(.063) 
1.41** 
(.064) 
1.41** 
(.064) 
1.44* 
(.066) 
1.44* 
(.066) 
Bilingual 
  
1.47** 
(.071) 
1.47** 
(.071) 
1.44** 
(.069) 
1.02 
(.050) 
1.02 
(.051) 
1.03** 
(.052) 
1.03 
(.052) 
1.05 
(.054) 
1.05 
(.054) 
Gender and Age 
Female 
   
1.12** 
(.012) 
1.06** 
(.012) 
1.05** 
(.012) 
.91** 
(.011) 
.91** 
(.011) 
.91** 
(.011) 
.93** 
(.011) 
.94** 
(.011) 
Age 
    
1.03** 
(.0003) 
1.03** 
(.0003) 
1.02** 
(.0003) 
1.02** 
(.0003) 
1.02** 
(.0004) 
1.02** 
(.0004) 
1.02** 
(.0004) 
Schooling 
Less than 
HS 
     
6.42** 
(.139) 
4.72** 
(.101) 
4.63** 
(.101) 
4.64** 
(.102) 
4.06** 
(.091) 
4.11** 
(.093) 
High School  
     
3.17** 
(.064) 
2.72** 
(.054) 
2.69** 
(.054) 
2.69** 
(.054) 
2.43** 
(.049) 
2.44** 
(.050) 
Some 
College 
     
2.36** 
(.047) 
2.12** 
(.043) 
2.10** 
(.042) 
2.10** 
(.042) 
1.97** 
(.040) 
1.97** 
(.040) 
Other Control Variables 
Employed  
     
 .28** 
(.004) 
.29** 
(.004) 
.29** 
(.004) 
.28** 
(.004) 
.29** 
(.004) 
Married 
     
  .88** 
(.010) 
.89** 
(.012) 
.90** 
(.012) 
.90** 
(.012) 
Family Size 
     
   .99 
(.006) 
1.00 
(.006) 
1.00 
(.006) 
Smoking 
     
    1.86** 
(.026) 
1.86** 
(.026) 
Year 
     
     1.00* 
(.001) 
Notes: Standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 15. Logistic Regression Analysis of Poor or Fair Self Rated Health with the Coefficients 
Expressed in Odds Ratios using the Different Monoracial and Ethnoracial Groups as Reference 
Categories. 
 
 Model P/F 1 Model P/F 2 Model P/F 3 Model P/F 4 Model P/F 5 
 Reference:  
 NH Whites 
Reference: 
 NH Blacks 
Reference: 
White 
Mexicans 
Reference: 
Black Mexicans 
Reference: 
Other Mexicans 
NH Whites 
-- 
.58** 
(.010) 
.77** 
(.020) 
.70* 
(.116) 
.76* 
(.069) 
NH Blacks 1.71** 
(.030) 
-- 
1.31** 
(.037) 
1.19 
(.200) 
1.30* 
(.119) 
White Mexicans  1.29** 
(.035) 
.75** 
(.021) 
-- 
.90 
(.150) 
.98 
(.089) 
Black Mexicans 1.42* 
(.237) 
.83 
(.139) 
1.09 
(.182) 
-- 
1.08 
(.203) 
Other Mexicans 1.31* 
(.119) 
.76** 
(.070) 
1.01 
(.092) 
.92 
(.172) 
-- 
Notes: The effects of all other independent variables remain the same as poor/fair model 1; standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 16. Logistic Regression Analysis of Diabetes with the Coefficients Expressed in Odds 
Ratios using Non-Hispanic Whites as Reference Category. 
 
Model Diabetes 1 (Reference: NH Whites) 
NH Blacks 1.51** 
(.025) 
1.55** 
(.026) 
1.56** 
(.026) 
1.56** 
(.026) 
2.08** 
(.035) 
1.93** 
(.033) 
1.91** 
(.033) 
1.95** 
(.034) 
1.94** 
(.034) 
1.94** 
(.034) 
1.92** 
(.034) 
White 
Mexicans  
1.16** 
(.029) 
1.31** 
(.036) 
1.23** 
(.038) 
1.22** 
(.038) 
2.13** 
(.070) 
1.88** 
(.063) 
1.88** 
(.062) 
1.88** 
(.062) 
1.87** 
(.062) 
1.85** 
(.062) 
1.78** 
(.059) 
Black 
Mexicans 
.77 
(.141) 
.84 
(.157) 
.81 
(.152) 
.81 
(.152) 
1.76** 
(.332) 
1.53* 
(.293) 
1.53* 
(.293) 
1.55* 
(.298) 
1.54* 
(.295) 
1.53* 
(.294) 
1.39+ 
(.269) 
Other 
Mexicans 
.75* 
(.071) 
.98 
(.093) 
.93 
(.089) 
.93 
(.089) 
1.73** 
(.175) 
1.51** 
(.150) 
1.54** 
(.153) 
1.54** 
(.153) 
1.53** 
(.152) 
1.50** 
(.149) 
1.82** 
(.183) 
Nativity and Length of Residency  
FB <5 Years 
 
.21** 
(.028) 
.19** 
(.026) 
.19** 
(.026) 
.39** 
(.053) 
.40** 
(.055) 
.38** 
(.052) 
.38** 
(.052) 
.38** 
(.052) 
.38** 
(.052) 
.39** 
(.054) 
FB 5-14 
Years 
 
.33** 
(.021) 
.29** 
(.019) 
.29** 
(.019) 
.48** 
(.031) 
.48** 
(.032) 
.48** 
(.032) 
.48** 
(.032) 
.48** 
(.032) 
.48** 
(.031) 
.48** 
(.032) 
FB 15+ 
Years 
 
1.20** 
(.033) 
1.12** 
(.033) 
1.12* 
(.033) 
.89* 
(.027) 
.91* 
(.028) 
.94+ 
(.029) 
.93* 
(.029) 
.93* 
(.029) 
.92* 
(.029) 
.91* 
(.028) 
Language 
Spanish 
  
1.34** 
(.070) 
1.34** 
(.070) 
1.17* 
(.063) 
1.01 
(.055) 
1.00 
(.055) 
1.00 
(.054) 
.99 
(.054) 
1.00 
(.055) 
.99 
(.055) 
Bilingual 
  
1.32** 
(.081) 
1.32** 
(.081) 
1.25** 
(.077) 
1.12+ 
(.070) 
1.12+ 
(.070) 
1.11+ 
(.070) 
1.10 
(.070) 
1.11 
(.070) 
1.11+ 
(.070) 
Gender and Age 
Female 
   
.92** 
(.012) 
.82** 
(.011) 
.81** 
(.011) 
.78** 
(.011) 
.79** 
(.011) 
.79** 
(.011) 
.78** 
(.011) 
.79** 
(.011) 
Age 
    
1.05** 
(.0004) 
1.05** 
(.0004) 
1.04** 
(.0004) 
1.04** 
(.0003) 
1.04** 
(.0005) 
1.04** 
(.0005) 
1.04** 
(.0005) 
Schooling 
Less than 
HS 
     
1.94** 
(.045) 
1.76** 
(.041) 
1.78** 
(.043) 
1.78** 
(.042) 
1.80** 
(.043) 
1.89** 
(.046) 
High School  
     
1.61** 
(.034) 
1.52** 
(.033) 
1.53** 
(.033) 
1.53** 
(.033) 
1.54** 
(.034) 
1.58** 
(.035) 
Some 
College 
     
1.53** 
(.030) 
1.48** 
(.029) 
1.49** 
(.030) 
1.49** 
(.030) 
1.50** 
(.030) 
1.51** 
(.031) 
Other Control Variables 
Employed  
     
 .65** 
(.011) 
.64** 
(.011) 
.64** 
(.011) 
.64** 
(.011) 
.65** 
(.011) 
Married 
     
  1.11** 
(.016) 
1.09** 
(.019) 
1.09** 
(.019) 
1.10** 
(.019) 
Family Size 
     
   1.01+ 
(.008) 
1.01+ 
(.008) 
1.01 
(.008) 
Smoking 
     
    .94* 
(.018) 
.95* 
(.018) 
Year 
     
     1.02* 
(.001) 
Notes: Standard errors in parentheses.  
+p. <0.1; *p. <0.05; **p. <0.01 
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Table 17. Logistic Regression Analysis of Diabetes with the Coefficients Expressed in Odds 
Ratios using the Different Monoracial and Ethnoracial Groups as Reference Categories. 
 
 Model  
Diabetes 1 
Model 
Diabetes 2 
Model 
Diabetes 3 
Model  
Diabetes 4 
Model  
Diabetes 5 
 Reference:  
 NH Whites 
Reference: 
 NH Blacks 
Reference: 
White 
Mexicans 
Reference: 
Black Mexicans 
Reference: 
Other Mexicans 
NH Whites 
-- 
.52** 
(.009) 
.55** 
(.018) 
.71 
(.137) 
.54** 
(.055) 
NH Blacks 1.92** 
(.034) 
-- 
1.07* 
(.037) 
1.37 
(.264) 
1.05 
(.106) 
White Mexicans  1.78** 
(.059) 
.93* 
(.032) 
-- 
1.27 
(.247) 
.98 
(.098) 
Black Mexicans 1.39+ 
(.269) 
.72 
(.140) 
.78 
(.151) 
-- 
.76 
(.165 
Other Mexicans 1.82** 
(.183) 
.95 
(.096) 
1.02 
(.102) 
1.30 
(.281) 
-- 
Notes: The effects of all other independent variables remain the same as poor/fair model 1; standard errors in parentheses.   
+p. <0.1; *p. <0.05; **p. <0.01 
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APPENDIX B  
FIGURES 
Figure 1. Modified Version of the Latin Americanization Thesis 
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Figure 2. White Mexicans Percentage Change in Odd Ratios in Reference to NH Whites 
 
*p. <0.05; **p. <0.01 
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Figure 3. White Mexicans Percentage Change in Odd Ratios in Reference to NH Blacks 
 
 
*p. <0.05; **p. <0.01 
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Figure 4. Black Mexicans Percentage Change in Odd Ratios in Reference to NH Whites 
 
*p. <0.05; **p. <0.01 
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Figure 5. Black Mexicans Percentage Change in Odd Ratios in Reference to NH Blacks 
 
*p. <0.05; **p. <0.01 
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Figure 6. Black Mexicans Percentage Change in Odd Ratios in Reference to White Mexicans 
 
*p. <0.05; **p. <0.01 
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Figure 7. Other Mexicans Percentage Change in Odd Ratios in Reference to NH Whites 
 
*p. <0.05; **p. <0.01 
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Figure 8. Other Mexicans Percentage Change in Odd Ratios in Reference to NH Blacks  
 
 *p. <0.05; **p. <0.01 
 
 
 
 
 
 
